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★ Definition : 



It is forcible loss of continuity of soft tissues. 

★ Aetiology s 

Mainly due to Mechanical Trauma. 

* Classification s 



Opened Wounds: 




<3> Incised 



ndx : 





cutting instrui 

lges with little or no tissue daniag< 
for bleeding (cleanly cut vessels) 4 
for infection. 

Lacerated Wounds 

• Ca used bv Blunt heavy instrument 

ges with sever e tissue damage, 
bleeding & More liable for infection as Tetanus 




Gas gangrene. 
<D Stab or Punctured Wounds : 

It is caused bv Pointed objects as Daggers. It is the most dangerous 

d organs or 



type because 





♦ 



® Gun s hot wound : 

■c an Intel & Exit. 

® dhr ?^ demotion of the superficial layer of the skin due to Fiction 

skin with rough surface. Tr eated by Antibiotics. 

® Bites: Animal or Human 



(g) Closed Wounds ; "In which the skin 




d Extravascujftr Collection of blood 
Subcutaneous. ' " © Subperiosteal. 




Xmx. 



Subfasc 



© Intra-muscula 



© Resol uted by absorption © Localized by fibrosis. 

* <2> Infected ® Calcified. 

enrysm if communicates partial injured artery 

Treatment : (A.B & Fomentation) ' 
if small or Aspiration if large . 



© Fa 




* Types Of Wound Healing : There are 3 Types : % 



<3) Healing by Primary Intention : This occurs with clean surgical wounds, there is 

little amount of Granulation tissues A minimal fibrosis. 

§2 The final result is a 

r ealine bv Secondary intention : This occurs with septic surgical wounds, there 

amount of Granulation tissues & Marked fibrosis. 




So The final result is a we ak ugl y scar 




by Tertiary Intention : This occurs after [2ry suture or delayed lry suture] 
The aims is to lessen the fibrosis & to obtain a fine linear scar si 

tcntion 



* Types swgtealwounds: 





There is no gross contamination 

such as Herniorrhaphy and Thyroidect 

The Risk of infection is 1-2% 
(B) Clean contaminated : Wounds involve regions of he body that may contain 

low numbers of resident organisms e.g urological procedures, or surgery 
on prepared colon. 
The Rtik of infection is 2-5 %. 
(C) Contaminated : an unprepared region of the body with numbers of endogenous 
organism is entered e.g surgery on unprepared colon. 

The MM of infection is 5-30%. 

* Factors affecting Wound Healing s 

(2) General Factors : 

(D Aee : Healing is slowly with elderly due to I Protein turn over rate. 

© Nutritional Status as : 

• V it. A Deficiency -> i Epithelialization. 

• Vit. C Deficiency -> * Protocollagen maturity. 

• Protein Deficiency-^ i Collagen synthesis. 

Also Ca*, Zinc, Copper and Manganese plays a 

: as it inhibits 







® Irradiation : Leads toEnd arteritis obliterans -> Ischaemic wound. 



D iseases : like Uraemia, Diabetes & Malignancy delay healing 
(§) Local Factors : Which Impair Wound Healing. 

(D. roor vascularity 4- healing (e.g. below knee wounds). 
© t Tension: by tight sutures or haematoma -> ischaemia o 




Q> Foreign body A Necrotic tissues: impair healing. 

® Infection: Bacteria competes with fibroblasts for oxygen, 

enzmes which desUoys collagen e.g. Hyallurinda.se Enz 





OD Ira 



ip bilization : because early movement -> capillary damage, 
esicyjt to bony surface decrease wound contraction phase 



ound Contr 



This process of contraction helps to diminish the sir.e ol t 
It starts immediately & continues for the next 2-3 weeks. 

on tis sue Formation: 

idh is later on replaced by Fibrous tissue 



ializati 

cell layer & the epjderm 



Fibrous 




m Stages of woun 




* Phase I 



on: 



This is a mechanical reduction in the size of the defect* 
It start 2 days after the J ""'~ anA comolete within 2 






•Phase II 



nu 



tl**ue formation; 



A) In 



iflammation slajge: Lasts for about 5 days. 

During which there is t Vascularity & T CapiHary 
permeability exudation of RBCs, WBCs, Plasma 
and Fibrinogen -> fibrin networ 
cellular debris from the wound. 



ks. Alsot Macrophages -> Ingestion of 



[HtSfJiffM.&.&BSr' Lasts "bout 2 weel 
Proliferating Fibroblasts & New capillaries -> collagen 

fibers i.e. around substance (which will fill the depth 

then mucopolysaccharides & glycoproteins are 

deposited. 



♦ 




ffS Atf. stags? 

Collagen fibers remodelling fibrous tissue (scar) 








Incised wound: Basal cell layer of the epidermis starts migration over 



The fibrous tissue formed 
the skin surface over the wound 





tnd: Epidermis grows for few centimeters and 
down -> leaving a raw area ■# shallow pale 



ulcer 





|WoiiihI») 




*; Complications of wound Healiny : 



Ml Wound Fail 

Definition: 




iscencc) : 





Failure of abdominal wound to heal is called "Burst Abdomen". 
Pathology: (At 6- 8 ,h post-operative day) 

Warning (RED sigu)= Serosanginous discharge, Soaks the dressing. 

>called Evisceration . 
^called Dehiscence 



If intestine prolapse tlirough wound — 
If intestine doesn't prolaps tlirough wound 




Treatment 




Cover the prolaps bowel by a sterile dressing. 
Ryle's tube suction. 
I.V Fluids & Antibiotics. 




[C] 



protruded intestinal loops arc washed saline and re tuned to the 
abdomen, the omentum is spread over the intestine, the abdominal wali 
is closed as one layer by prolene (TENSION SUTURES) then retained 
at least 3 weeks. 

erative care: 




Abdominal Binder is used. 



[2] Stretching of the scar . 
[3] Contracture : 



This is pathological shortening of scar tissue resulting 
in deformities. 







[4] Post-operative 

(see chapter 6) 

[5] Hypertrophic scar : 

: It is an excessive amount of 
fibrous tissue Confined to scar 
: It occurs Extra-stimulus to 
fibrous tissue formation during 
healing such as infection or 
Excessive tension. 
Treatment : Excision + Plastic repair 

[6] Keloid Formation : 

Definition : It is a localized overgrowth of 

lite fibrous tissues extends 
beyond the original wound 
into normal tissues 

It occurs after Wounds, Burns 
or Surgical operations. . 
It is Difficult because of high rate 

of recurrence 

Pre. and post -operative 
tion to \]/ recurrence. 
Excision, 





Normal Scar 



Aeli 







Hypertrophic Scar 







Keloid Scar 





* Treatment : 



First Aid Treatment I " Prc-hoxpital 




<D Ensure of patent "airway" if patient is unconscious. 

<2> Control of bleeding by compression. 

<3> Sterile dressing to prevent Contamination. 
Then Transfer patient to Hospital 





ent" 



Definitive Treatment 

CD Assessment of injury for associated Visceral, Arterial & Nerve inj ury. 
© 4_Anti [Anti-shock, Anti biotics. Anti- tetanic Serum & Anti-g as Gangrene] 
<3) Transfer the patient to Operating Room. 




According to llie onscl of wounds. £ Possibilities] 



j£ "Wounds within 6-8 hours " 

* Incised WOlindS S There is No contamination & No Risk for infection so do 

[lry suture + suture of all structures ir 




Lacerated WOUndS B There is Contamination and Risk for infection s o do ^ 

[Wound Excision] Then [try suture]. 
Nerves & Tendons is repaired postponed 4-6 weeks. 



it is excision of edges Then Incision of deep fascia Then 
Identification of Netiro-vascular bundles Then Removal of all 
foreign bodies Then Excision of all dead muscles. 




From 8-24 ho 

Wo unds Incised or Lacerated are potentially contaminated so do ^ 



[Wound Excision] + Systemic A.B + Repeated dressing to allow the granulation Tissues 
to fill the wound. 

Then IE becomes clean within 4-6 days we do [Delayed lry s 
Or IF becomes clean after 10-14 days we do [2ry suture]. 




[£ "Wounds After 24 hours 



FF 



The Wounds Incised or Lacerated are Infected s 
[DcpridemtrntJ + Systemic A.B + Repeated dressing 
fill the wound] Then [2ry suture]. 



* Be^rWem^nr* It is Re/novai only of dead & devitalized Tissues with 

as this will break the body defense against 



fection & will open new plans for infection. 




Severely Crushed Limb, 





(Wound*] 




* Mechanism of injury: 





injuries : 



• Caused by knives & other sharp objects. 

• Also caused by bullets with low velocity . 



The injury is usually focused over a small area 



2- 



yjS&_v*'pcity_ij 
Caused by a 
the more dam 




velocity 



igc. 




[2] Blunt injuries : 

1- Direct blows. 

2- Fall from a beigit 



n 



Road Traffic Accident (RTA). 

Trauma there is a tendency for certain patterns of associated 



Head & c 



.n tunes 



injuries or rupture liver or rupture spleen or fracture pelvis 



* Causes of Trauma mortality: 

— ■ wmam m^m mm 

^~^^m ^^^^v ^b^^h 

Death following T 




[1] Immediate death s: 

These follow fatal injuries and occur within few t 

can be done for the victims. Examples of these injuries include major trauma to the brain 
or upper spinal cord, injuries of the heart or major blood vessels or rupture of the major 
airway. 



[2] la 



These occur within few hoiirs after the accident and so, with proper and 
management, the patients have a chance of survival. These cases include intra- 

ia$sive intra-abdominal or infra-thoracic haemorrhage, or maior fra 




[3] Late deaths: 




ultiple organ failure 



MANAGEMENT OF SEVERE TRAUMA 
& MULTIPLE - INJURY PATIENTS 






The American College of Surgeons developed the Advanced Trauma Life Support 
(ATLS) which is an internationally accepted protocol for die management of major 
trauma victims. ATT .S protocol has three elements . 

(1) Primary survey / resuscitation. 

(2) Secondary survey. 

(3) Dciimtivcr treatment of individual injuries. 



HI Pre - hospital Management : 

{l) Ensure of patent " Airway" if patient is unconscious 

(2) Control of Bleeding by compression, 

(3) Steri/e dressing to prevent Contamination. 

(4) Immobilize the fractured part associated. 



[111 Hospital Care : 




Pri mary survey / Resuscitation- 

A= Air way maintenacc. 
B= Breathing. 

C= Circulating i.e control bleeding. 
D= Disability i.e. support any 
E= Exposure of the patients. 



(A) Airway 





tenance : 



[1J Clear the airwa y 

1- Vomit, blood or foreign material should be 
removed manually (finger sweep) or with a. 
rigid sucker. 

2- This is followed by chin lift or jaw thrust . 

(2J Protect the airway : 

1- An o rqjjha ryngea 1_ or A^PJl^Ql^^L^Lr^i^I 
tube prevents the tongue from falling back and 
occluding the airway in an unconscious person. 

2- T raj: h eaj j n t u h a tipji is indicated with . 

a. Apnoea. 

b. Inhalation injuries. 

c. Maxillofacial trauma 

d. Closed head injuries 

Orotracheal, jntubation allows the use of a large tube. Nasotracheal 





[Wounds] 



3- 



C i r c othyro ijta to m Y 

cut and insTting" 
insertion of wide - 



. This is done either by making a 

a lube, or by the percutaneous 
bore needle. 



Cervical spine control ; 

•The cervical spine should be considered unstable in 
the following situation: 

1- Qbl ifJlL ex<[nynatioji reveals bony abnormalities or 

cervical tenderness. 

2- mUbS^^mUcmm * blunt injury above the 





Cervical spine immobilization is 
backboard and a rigid collar e 




using a 



B. Breathing : 







2. 
3. 

4. 



lor Air movement Respiratory rale, Cyanosis, tracheal shift, jufiuJ 
venous distention and open chest wound, . 
Palpation for subcutaneous emphysema and flail segments. 
Percussion for hyperresonance or dullness over lung field 
J " "PPer air way sounds as stridor. Wheezing or gurgling and 

air way sounds over lung field. 




|2| The immediately life - 
andjheir treatment are: 



TSJ?H^PJLVtnfPl^r4li: Needle decompression 

followed later by intercostal chest tube. 

2 - Ql^M^lmmm&i^ Needle pericardiocentesis 

followed later pericardiotomy and 
control for source of bleeding. 

3 - FJ2LL<L*iesj intubation and positive pressure ventilation. 

4 - M^ysA^^eS^p^X initial treatment is by chest tube 

insertion to allow lung expansion. Later 
thoracotomy, may be needed if 

5 - Qjl e Jl ^i^oihoja^. Initial treatment 

occlusive dressing followed by 
chest tube. 




direct pressure 



C- Circ 



[1J Shock 

1 H'lentprrljggic. Conunonest 
2, Cajdiqgenic. Tamponade and myocardial trauma. 
3- bL e JirPJL e JV<Ji Spinal cord injury. 

[2 1 Action 

1 - Rlceding m _ is_controJ] 

possible. 

2- X^l?_ JSC ge ^calibre: peripheral IV lines are insertec 

A central line may also be added. 

3- Blpod_samp!es are .sent for typing, cross - matching 

haemoglobin, haematocrit and a 
chemistry. 

4- Ringers lactate .solution is infused as a start. 

"Vol umc of crystalloid needed 

5- >YiLC«.cro^ 
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An ,in torcosto! fifo§gt 

drain aingtfluld 





Pericardiocentesis 



>. Disability : 

Common causes of neurological deficits related to trauma are 
• Head injury. Hypoxia, shock , Alcohol or dniq Abuse 

AVPU Evaluation 

Based on patient's best response. 
A. Alert and interactive 
V. Vocal stimuli elicit a response 
P. Painful stimuli are necessary to evoke a response 

U. Unresponsive 

A more detailed assessment using the 
(GCS) is performed 







( 1) Clothes All clothes of the trauma victim are removed using sharp large scissors 



(2) Warmth Keeping the emergency room 
hypothermia. 



warm and using blankets to prevent 



(3) Insert 





atheter (Foley' s) to monitor output. This is contrain Jicated if there is 
"""blood at the urethral meatus as it usually unsuccesslul and may 

even compound the injury- 
>_(Ryle ? s) decompresses the stomach and prevents vomiting and 

aspiration . 




Second ary 

. The secondary survey is to be done once 
ie<mscitation efforts are 

been evaluated. 
• It includes examination c 

L Head . 

2. Face . 

3. Spine . 

4. Neck . 

5. Chest. fM 

6. Abdomen. . 

Diagnostic peritonea) lavage (DPL) are indicated in blunt 
abdominal trauma, in an adult, that is associated with : 
SuspicioiLof organ injury. 

Unreliable abdominal examination because patient is 
^unco^cioai e g,, head trauma, or alcohol intoxication, 
c) Ungs^^ that may be caused by blood 

loss. . 

7. Perineum, including rectal examination m all patterns and 

vaginal examination 

8. Limbs for fractures and for soft tissue injuries including 

vessels, nerves, and tendons, 

9. Nervous system 

• Pupils for size, equality, and reaction to light 

• Glasgow Coma Scale. 

• Cranial nerves. 

• Sensation and motor activity in limb: 



0xyg«n 



Relief 0* J 
puin by 0 

MonX-une I 




* Classifications : 



Site of Bleedfn 




: BJecding is visible as it occurs through the skin as in Wounds 
or from body, orifice as in Epistaxis . 
Internal ; As in Haemothorax or Haemoperitonei 

: Bleeding occur into the tissues forming a Hacmatoma . 




(§) Types of bleeding vessels 



• A rteria, 






The Blood is Bright red in colour, Comes in 
& The bleeding is More from proximal than distal end. 

The Blood is Dark red in colour, Comes in St eady flo\ 
& The bleeding is More from distal than proximal end, 

: The Blood is Bright red in colour and comes as oozing . 



Time in Relation to Onset of Trauma 




•Primary : Occurs at the time of trauma. 





: Occurs within 24 hours after the time of trauma or operation 
due to slipping of ligatures as a result of restoration of A.B.P 
during the recovery periods. 

: Occurs within 7-14 days after the time of trauma or operation 
due to Sepsis which dissolve the Clot & Erodes the arterial wall 



(g) Aetiology of the Bleed! 





: As Accidents 
• Pathological : As ^ 

<D Atherosclerotic e.g. (Ruptured Aneurysm). 
Q> Inflammatory e.g. (Bleeding Peptic ulcer). 
<J> Neoplastic e.g.(Haematuria in Renal Cancer). 

: As Haemophiliia & Purpura. 




* Physiological Reeponso s 



* Clinical Picture : 





: SHOCK is a Pathological condition thai is Oarac te rfeed b y >i 

"nadequatc Tissue perfusion with impaired it's metabolism l\ 



2 Inadeq 

If. MM AJt, RAA fl. 



Impaired 




Hypovolasroi 




Diminished Blood Volume due fo 

© Blood Loss : As in H aemorrhage . 
Q) Flasma Loss : As in Burn. 



<D Fluid Loss : As ia Severe Von? it i 






p ! B i xS f! ^ £ S j^r ^ oc ^ Factors" 

* CD Immediate V a socontrr ctio n, 

0 ££fi3Sti£S3 of iirtima of bleeding vessels. 
Subset u«: 






Maintaining effective Circulatory Volume "General Factors" 



By © Neural 




Apathetic System, Leadfap to % 

Constrictions of Veins ^ displaces the blood to the Hear /. 

^ M&e the periphery reiM^atfeBi 

? of cardiac CGntr&etwtL 



I Factors 



Mediated through the following Mechanisms % 

° ^fSslhffl^mtfM 1* & Myocardial Contraction th^j 
constriction of agencies of skfo & viscera. 





_ -*tNa 

ten lion So correct the 

€m&aLJ$&&Mm*m* Hyperglycemia vwiich 

correct the blood vohumn 






* Clinical Picture : 



f Haemon hfigc is the 





toms 



Weakness & F 
The patient fc< 
There is Thirst 





Signs *Pa 





from Aq 

lPutse.:(fiip|{t&|tf0ak) 

Due to <D t Catecholamines -> Direct stim 

" iulationof[C.A. 

Hypotension Weak pulse. 





(b) Arterial Blood Pressur 



: (HVPOtenslaa). 

Because in Haemorrhage the venous Return 

d ccreas 





A.B.P 






ncjoij 




as a result 

the Cardiac output decreases -> 



(c) Temperature : (Subnormal). 

letabolism. 




(d) Respiratory Rate : ( Tacuypnea i.e .Air Hunger) 

Due to -> Hypoxia which stimulates Chemoreceptors in the [Carotid and 
Aortic bodies] -> Stimulation of Respiratory Center (TLO 

) Skin i 0 ala, caiu t Clammy). ~ 1 ; ' 

Due to sympathetic overtone which 
leads to (D Vasoconstriction of Skin Capillaries i.e. Pale Skin. 

O Vasoconstriction of Skin Arterioles i.e. Cold Skin. 



CD Excessive sweating secretions i.e. Clammy Skin. 



Urine Output : (GHSBrfa) 
Due to CD t ADH. 

© 4- Metabolic H 2 Q 





♦ BUT IF 



nt is not rapidly treated by adequate 

the follo wings will occur ^ 



4^ Myocardial 



"T.N.F* Tumor 



O Liver : 

O Kidney : ^ GFR -» Acute TubuJar Necrosis -> "A-R.F. M £cute 



Renal Failure from Renal Hypoperfusion. 

O Sniall Intestine : Release of depressing substances as 

from Gut 



xins 



* Investigations & J A f n 2 t Z ri "^J > L ^! l0 - c !i 0 ^ S 1 : " LClP 

fThe Aim is to Check the adequacy of Replacement! 

© pulse ( Normally - 60 - 90/min), A. B. P. (Normally * 90- 1 50/60- 1 00), 

.) and Temperature (Normally - 



Respiratory Rate (Normally =16-20/] 



36.5-37.2). 
© Central Venous Pressure (C.V.P) (Normally 

Q) Urinary output by Folly's Catheter. 



5 -10 Cm H z O) 




ure (PAWP) by "Swan Ganz" Catheter to 




as PO2 (Normal iy 
& PCO2 (Normally 



estimate pulmonary artery pressure. 
Electrolytes, Urea & Creatinine. 
-80- lOOmmHg). 
= 35-45 mmHg). 



N-B. : 



VascuJa 



It is related to 



?c with Hypotension unresponsive 

eplacement or drugs intervention. 



tion & Volu 



©fheAfie 
O The Fita 

c conclusion 



as occurred. 



The cause of unresponsive to therapy, may be due to ^ 

CD Continuous Internal Blood los3. 
<2) Inadequate Volume Replacement, 
<3> Acute Myocardial Insufficiency 



■ • • ; 



■ • 



* Treatment : 



fHacino 




[A] Stop of Blccd'm 

• XrY-Jrla gjiiQxrb a fig : 

O Proximal pressure is applied over the artery against bone. 
O Cover the wound by clean dressing i.e. Packing then Positioning. 

dicated because of it's complications 
unless the limb is going to be amputated. 





through control o 
or diathermy coagulation. 



& control the bleeding as above . 






<D The wound is packed with A .B & Sterile dressing. 
Q> Antibiotics are given systematically. 

<3> If the bleeding is not controlled by that ways. Do re-exp loratin^ of 
* e wound & ligate the bleeding vessels in the wound itself. 



IB] 



estore 



d Volumo "Depending on the Classes 



CJhss II Jlaemori 




Loss) 



<3> The Replacement solution is [Ringer's LactatJ. 

© The amount is 3 Times the estimated deficient blood i.e about 3 litters. 

<3> The Administration : [2 litters] are given as a bolus and the 

response is monitored. Then if there is definite 
improvement the remaining [1 litter] is given more slowly. 




30 BL Transfusion is required 




• Class in ttO-40% Bl. Loss) & Class IV (> 40% Bl. Loss) : 

<P Start with blood transfusion as replacement therapy. 

<2> The Amount is Equal the estimated deficient 

<3> The Administration The Transfusion is continued till recovery buj 

if no improvement search for Internal bleeding to be 
Aspirated Then continue the transfusion till recovery. 

: The restoration is guided by clinical progress, 
CVP, urine output, Haematocrite value etc... 



Class IT 



[C] Other Procedures 

• Positioning : Elevate both legs while maintaining the trunk of the patient in 





a_ : As Morphia but it is contraindicated with Head injuries or 

respiratory distress (Morphia •» I RC t CO, Cerebral VD). 





is administrated the through a 
Nasal Catheter or Endotracheal Tube. 




* Incidence : 




Serious 
ortalitvRate>30%. 



e of shock & The Most D 



Qt to treat 



common than gram +ve, so it is called "Gram 




Shock" 



* Aetiology : 




(D Ext remes of Age. 

<2) DM, Malnutrition, Malignancy or Uraemia. 

<3> Patient tinder Corticosteroids or Immunosuppressive drugs. 

m Organism : tt E. Coli. Klebsiella & Paeudomonaa 




i. 



<X> The Genito-urinary System. 
<Z> The Elementary Tract & Biliary Systej 
<3> The Respiratory System. 

rfljmnn Causes : 

~~<D Sepsis following operation of Gemto-unnary, Intestinal 

biliary es pecially when 
© Septic Peritonitis. 
(3) Major Trauma or Burn with 







* Pathophysiology : (Tjl> 

[Gram — ve organism produce Endotoxins So Called "Endotorfe 



These Endotoxins will stimulate the Macrophages to release "Cytokines 




Which leads to **> 

© Impairment of microvascular perfusion i.e Microvascular thrombosis 
<Z> More release of Cytokines & Oxygen free radicaJs leads to more 

damage to vascular endotheliu 
<3> Hypoxic Tissue damage . 



IBJfift 




Allowing passage of Intestinal Pathogens into the circulation -> Toxaemia. 

[CJ f^cessive nrod 

Which is potent smooth muscles relaxant -> peripheral vasodilatation -> 

Aggravations of the shock. 





(S bock] 




* Clinical Picture : 



(2) Hyperdynamic (Warm) Septic Shock "The Early Stage 



Vitally HR Tachycardia", A.B.P "Hypotension, 

& RR. "Hyperventilation". 

Skin : Dry & Warm . 





at this stage will survive, 
(g) Hypodynamlc (Cold) Septic Shock "The Late Stage 

if not treated properly. 
The Clinical picture "Same as Hypovlaemic shock". 



hr,; 





Hypotension 
+ Oliguria] 
organ Failure. 




+ the skin is 



* Causes ©f Heath s 



■ ARDS "Adult Respiratory Distress Syndrome" 

■ Acute True Stress Ulcer. 

' ARE "AcuteRenal Fai lure". 




& Monitoring of Bhockedpfct "As Hvnovh e mi« shn^» 

Bacteriological S rudieg. 
lood picture : Marked Leucocytosis. 

tic soarce : By X-ray (Abdomen - Chest), U/3 & CT scan. 

* Treatment s 





i (I.CU) Intensive Care Unit* ] 

® Immediate recognition and early eradications of the source of sepsis e.g. Resect 
_ gangrenous parts & Drain intra-abdominal Abscess. 

The cho ice of dru g depend on the possible suspected organism . 




cover alJ known orga 

iger's Lactate, Plasma or Blood. 
® Oxygen mask or Mechanical ventilation if PO2 < 60 mmHge. 

i.e. Adult Respiratory Distress Syndrome. 



<5> Anti-oxygen free Radicals as AllOPUtlnal 

as a. V 





i & Inotropics : if persistent Hypotension 

irrespective to the above men'* *"' 



b. lndomethacln & KV. Carticostero ids : 

to combat inflammatory mediators. 




measures 




[Shock] 




(D 



Cardiogenic Shock 



* Aetiology : 



Due to deficient Cardiac output despite a normal venous Return due to t> 
» Acute Myocardial Infarction. 
■ Massive Pulmonary Embolism. 

lia or cardiac T; 





* Characterized^ by : 

■ Manifestation of the cause 
» Congested Neck veins . 

■ High C.V.P. 

* Treatment i 




Treat the Cause . 

_jjgs_to improve Myocardial contractility e.g Inotropics. 

Vasodilators to i after-load & t Cardiac output. 



— — 



* Aetiology : 




1 1 Neurogenic Shock 





parajysis or vasomotor iiocrs t Peripheral vasodilatation -> Inadequate 

venous Return -> -l Cardiac output. Thi s occurs with ^> 
Vaso - yaga.l..a.ttack: due to hearing bjd_ news leads to excessive vag 

stimulation -> Bradycardia -> Hypotension. 

m^3mmSSA^MLGmi i c-8- ^P me fracture, or following spinal 

anaesthesia. 



Characterized 



Hypotension. 

Normal pulse or slight bradycardia. 
Warm skin. 





* Treatment : 

The patient 




I.V Crystalloid solution as Ringer's Lactate. 

V, 




I 



I 



1 1 Ar ^phy toe tic Shock j 




to capillary paralysis from histamine release, 
beneficial + Antlhlstaminic drugs. 




id -are 



Endocrinaf Shock 



* T 



ma 



occur in patients with Adison's disease or those receiving continuous 

Cortisone therapy. 







CD Blood she 

to decrease the incidence of Hypothermia* Arrhythmia. 
® Medication should neve r be add to hlnnri used in Transfusions 
0 Fluid intended to precede or follow* Rl mwi Trare 



:ion 



^ ». ,r ? ° mC Wth ° Ut CaJciura becau5e (Cft" will Clot Citrated blood) 

® Lcft ™« of refriPei-.#»r fn. > 3 0 min should not be used 1 

© Blood Typing (ABO) must be done. 



(D 



Indications of Blood Transfusion 



CD Whole Blood, : indicated to ^> 

• Correct blood volume as in Hge Class III & IV. 

• Correct any Internal Hge during the operations 

• Replace infant's blood with KH -ve in Erythroblastosis foetaiis. 

• Provide Antibodies & Ra^e the general condiUon during severe infections 

• Provide Deficient Factors as Factor VDJ in Haemophilia A. 
Provide Deficient Factors as Factor DC in Haemophilia B. 




in anaemic patient especially 
the oxygenation ability 
Used in Haemolytic Diseases. 

as leukaemia. 



y. with Heart disease as it improve 

over loading the circulation. 





<3> mdt^SMM : used in ^ 

• Lcucopenia. 

• Agranulocytosis. 

• Aplastic Anaemia. 




: used in T> 
•Bum. 




Ascitis. 




Used with 



® Coaqulatiop factors ? 




Used with Haemostatic Disorders. 



[HI o od Transfusion! 




ediate complications 



El!! 

|7t| If Massive Transfusion. 
Late Complicalions. 



I 





Shock. 



J [y] Anaemia with repeated taken of blood. 




I 

■ 

I 



Local Thrombophlebitis in the veins. 





"Heart Strain": 



■ It occurs m 



Heart disease or Anaemia 




Heart can accept it. 
Diaenosed by [LL side HF + Acute Pulmonary Oedema]. 
Treatment : It is recommended to Transfuse Packed red cells 
whole blood but if occur do ^ 




(a) Oxygenation. 

(b) Patient is placed in semi 

(rt Drum : As Digitalis & 





: Rare but Serious. 

presence of Anti bodies in the recipient plasma which destroy the 
donor's RBCs i.e. Haemolysis. 




■ Diaenosed by : 



Flushing, Distended neck veins, Chest 



& Flank pain, Tachy cardia, Hypo tension, Jachypnea, 
Unexplained bleeding. 




and 



In the Anaesthetized patient Tachy cardia. Hypotension and Unexplained bleeding. 




In Major Haemolytic Reactions 

i ||BBitt = = S' BBX:lS,:S ' ,aCilBI 



Jaundice, ARF & Haemoglobinuria. 




(a) Stop the infusion Immediately Then Repeat Typing. 

(b) I.V Ringer's lactate + Manltol 

(c) 





<3> 




It occurs due to minor bacterial contamination 01 

Transfusion apparatus. 
tsed bv ! Chills & [Fever, Headache, Malaise 
/axis is the main treatment. 



some of pyrogens in the 





i 



[Blood Transfusion] 





® 





Recipient response to Allergy in the donor blood. 

Ranae from mild Itching & Urticaria to severe laryngeal oedema 
& Bronchial Asthma. 




by Asking patient about histories of severe allergic 
reactions & Giving him Anti-histaminics but if occur do 

(a) Decrease Rate of Transfusion or Stop it. 

(b) Anti-histamiiiics Administration. 

(c) Corticosteroids Administration 



© Thromnor.htenitls (Rare) 



<S> Air Fmbollsni (Rare) : 




From blood Transfusion under pressure applied to it's surface 
ed 



: MJJI-wJmiI Murmcr 
' Treatment : Place the patient on th 



outflow. 



>n the Lt. side with Head down to trap the au- 
nt, ventricle & Keep thern away from the pulmonary 



(jT) [Complications Due to Massive Blood Transfusion 



iMasslve? 




of 2 501) mL o f blood at one tim e] 



© Dnnqcr of Colt? hlood : Hypothermia & Cardiac arrhythmia 




Citrate T< 

• It occurs in p atient with Liver disease or in shock. The liver cannot metabolise 

Citrate. Increased citrate will combine with Ca~ HypocaJcaemia 

■ Diagnosed bv : Tetanic manifestations. 

■ Treat men f : Administration of lOcc (10%) Ca Gluconate. 

oHc AcIdowfH : 

The PH of 14 days banked blood = 6.7 - 6& 




RBCs -> Anaerobic 



© Qi ^ailgia|h lea : 




Duejo. deficiency of Coagulation factors & Platelets in stored blood. 




torage of blood there is progressive loss of Potassium from 



transfusion several units of these potassium 
may produce Arrhythmia or even Cardiac arrest. 




tersbl 




of clot present in (stored blood)-> 



As CD Viral Hepatitis (B or C) [The Most Feared Complicati 



AjUQE 



1994 



Septicaemia : Bacteria 





ss Indications, Complications of Blood 
Transfusion & ttt of each Complications 
Discu ss Aetiology & Types of Shock. Then 

Describe C/P of Hypovol emic shock. 



(25 Marks) 




(20 Marks) 



1995 



1996 



1997 



1998 



Discuss Complications of B] 




Di scuss Complications o 

iscuss Complications of Blood 

Hvnovolaemic 
and management 





Discuss C/P & ttt of S 
Classifications & 




USIO 



nsfusion 




t of Wounds 



(20 Marks) ^ ^ 

(15 Marks) 
(10 Marks) 

(15 Marks) 



(10 Marks) ^^jj 





2000 



2001 



2002 



2003 



Discuss Complications of Blood Transfusion 

management of severly injured patier 




Discu 

shock. 




« 

wound healing 



:ptie shock 
Mention Indication & complica 



(10 Marks) 

(10 Marks) 
(1 0 Marks) 



en wounds.f'o Mams) 

(10 Marks) 

(20 Marks) 







post-haemorrhagic shock 
i factors affecting wound 



Discuss priorities in management of multi-injuricd 
Discuss complications of blood transfusion 



C/P of septic shock 



(10 Marks) 
(12 Marks) 
(12 Marks) 
(12 Marks) 
(12 Marks) 



Enumerate factors of abdominal wound dehiscence (Burst Abdomen) k 
(1 2 Mans) uvi/ 



Discuss factors affects wound healing 



(20 Marks) jj* 



Chapter f 2 1 



* Definition : 



* Aetiology : 






Exposure to Flame 
N.B. : A Scald c 

• F.Icctric : Burn due to Electricity. 
. Exposure to Irradiations. 

• Acids or Alkalis. 

• Corrosives as Fotach 

• Caustics. 

: Due to Exposure to Hot gases 




Classification : [ PATHOLOGY 

- m , ^ 




* Role off I9J So Classified into'fr 

• Major Burn : > 30% of Body Surface Area (B.S-A 

• I ntermediate Bum : 

30% in Adult & 10 - 30% in Children). 

Minor Bum : 

( < 1 5% in Adult & < 10% in Children). 




& Neck - 9% 

★ Each upper limb « 9% 

* Each lower limb =^18% 



of Trunk : 

of Trunk " 

Perineum - 1 % 



(A) First degree Burns : 

Only the ep idcrmis is damaged causing erythe; 
of skin. So they heal rapidly e.g. sun 



la 




Second degree Burns : 

The epid ermis & port ion oi dermis are damaged 
Provided that No infection, the Healing occur by 
epitheliahzation from the epithelial remnants of 
Hair folicle & Sweat gland. Hut if infection 
occurs. These epithelial remnants will destroyed 
and so changed lo be a full Thickness Burn. 

This degree is subdivided into : 

(1) Superficial partial thickness hum : 

Which usually heal in 10-14 days. .. 

(ial thickness burn : 




Which usually heal in 25-35 days . 




I II urn* I 




(C) Third degree ( Full Thickness ) burns: 



This is a complete destruction of epidermis + 
dermis & the patient should be prepared for 
grafting . 



CD 





e.g. Burn in perineum is difficult to nurse. 




* Pathophysiology s 

(A) Temperature Greater llian 45°C Results in 
protein denaturation which exceeds (he capacity of 




(B) Palhoogical Sequelae of Burns 




m \ Capillary Permeability leads to loss of (Fluid & 

Protein ) in the damaged area. 
■ Excessive loss of water by Evaporation with loss of ' 

Calories. 

• The Burnt area will be Colonized by Bacteria , 



*Hisfopaihology: 



Human skin is injured by heat in two ways : 

1- An immediate direct cellular injury . 

2- progressive dermal ischaemia . 

The degree of tissue destination is related to : 

1- Degree of Temperature . 

2- Duration of exposure lo the heal source. 

IIisto!j)gjcalJy, Thermal injury to the skin results in 
3 Zones of trauna 

1- The central inner zone (zone of coagulation). 

This forms the inner layer of the visible burn 




2- The intermediate zone (zone of stasis). This 
area surround the zone of coagulation. It 
contains viable tissues that may die over the 
next 48 hours post-bum, if tissue oxygenation 
and adequate nutrition are not 



3- 




The outer zone (zone of hyperaeinia). This 
area contains inflammatory mediators 
(prostaglandins, histamine and kinis), which 
contribute to the formation of tissue oedema. 
Tissures in this zone nomally recover within 7- 
10 days unless subjected to infection. 




Superficial bums heal 
by epithelializytion. 




Deep burns heal by 
fibrosis and scarnng. 



hyperaemta 




coagulation 



— 



Histological burn zones 



[UiirnsJ 





Clinics*! JPicture l 

fliHB M^^B ^^^^^^ 

CD Pain : sever with superficial bum & little with deep burn. 
0 Ar iite Anexity : The patient is often severly distressed. 
<D n< h ydration : From fluid and plasma loss. 
© i .or al tissue oedema : May leads to 





* O.D. S Between partial & full thickness burn See later 



t t 



* Complications : 




General Complications 




® gJiock 

• M eUfCg eriie j Immediately after burn due to sever pain from expose J 

nerve endings. 

• H vPDVQiaemlC : ri48h due to plasma loss from burnt surface. 

• GepUC : After fine week from infection. 

: Especially with Inhalated Bum. 




laxia & Laryngeal oedema from inhaled Smoke, 
imonia, Emphysema & Pulmonary oedema. 

AduJt Respiratory Distr ess Syndrome (A.R.D.S) 

• Anaemia. 

• & Cardiac output up to 50%. 

• H> DOprotcinaemia. 

• O liguria from Renal Hypoperfusion. 

• Fluid & Electrolytes Imbalance. 



^ - 





Acute True Stress Ulcer of Stomach, Duodenum & Colon Haemorrhage 

Acute gastric dilatation from Toxaemia and sympathetic overtone. 
Paralytic fleus= 



<D£p 




f Catecholamine from stress. 



• t Cortisol secretions. 

• f A. DM. 



(g) Local Complications 




© Infection: Due to Bacterial Colonization Septicaemia 

@ Scar : Hypertrophic or keloid formation. 
<3> 



across joints. 





® Bums in |^yLfttcj£-> Oedema & Suffocation So Urgent TracbeOSU 
© Bums in I imi) fl^Chesf -> Constricting Eschars So Urgent ESChareCtODiy is don 

© Burns in Fj^ineuni -» Reflex urine retention So Urinary Cadicter is inserted. 



* Management ef Bur 



s 



® 



Aid Treatmen 



Pre-hospital Care " 



® Ensure of patent "Airway" if patient is unconscious. 
© Rum is washed with saline or tap water to decrease pain 
^ erile dressing to prevent cor ! imination. 




algesic for pain. 
CD Immobilize the 






Definitive Treatment 



Hospital Care* 

of Bum "Minor, Intermediate or Major" 
4 Anti [Antishock, Antibiotics. Antitekmic Scrum & Anti-gas Gan 





Appearance 

: 






According to the Assessment Mere are "2 Possibilities" 




Hospitalization but ^ 

® Wash of Burnt area with saline. 

<2> Puncture of Vesicles. 



<3> Remove Necrotic Epithelium. 
© Clean with Anti-septic solution (Savlon or 

® Apply Silver sulphadiazine Ointment + Dressing with vaseline Gauze. 

it for 2 weeks until healing. 





IE Intermediate or Major Burns 

★ jGeneralTrearment j 



ra 

[W 



Resuscitation & Prevention of 
Resuscitative fluid therapy. 
Nutritional care. 




lllfiMMSCfi 




1 Ensure patent "Airway" by Endotracheal Tube if Smoke is inh'alated. 
Elevate the foot of patient to t Venous Return. 
3 Tubes : Jtyie Tube for suction, Foley's Catheter and A wide bore 

L V Cannula is inserted rapidly for fluid therapy or 

Venous Cut Down . 






(Evan's Formula 



★ i 



St 



Saline X % Burn). 
"Plasma or Blood" 





>0 CC Glucose) for Caloric requirement. 

nuVKg Normal Saline X % Burn) 

mL/Kg Colloid, "Plasma or Blood" X % Burn; 
0 CC Glucose) for Caloric requiremei 




4ml/ks Ringer's lactate * % Burn per day 




Parkland Formula of 
Fluid Resuscitation 



4 cc's of 
Lac Dialed 

Ringer's 

per percent 
TQSA burn 

p*r kg. of 
body w«(ghl 

t/2otlo^ll«|<r»tehouri 
1/4 In ««x»od 8 hour* 
1/4 In Ihlrd 5 hoijrt 



CD In all Formula , The Maximum percentage of burn calculated is 50%, 

otherwise serious over-perfusion occur. 

© Half of the above calculated amount is given during I s * 8 hours 
then 



Regul 



the adequacy for resuscitation ? 

vital signs. 

30-60 ml/hour. 



The urine output should 

In Critical cases. 




nl 



- 



At 3™ Day" 

I 

(No) oral feeding to avoid vomiting. After that period (At 3 rd Day) patient 
can tolerate oral intake of fluid, diet rich in vitamines & Iron should be Given. 






PC 

fiii) 



- Early Excision. 

- The Exposure (Opened) Method, 

- The Occlusive (Closed) Method. 





Excision of burnt tissues + Covering by 

suitable Skin Graft. 





£fi Linear Excision is indicated i.e. Eschareclomg. 



! II 1 THe fronsure f Ooenedl Method : 



echn 



!£ : The Exposure requires isolation of the patient in 
wmpjetely Aseptic atmosphere. 
■ Indicated with : CP Bums in the Face & Neck . 

© Burns involving one s ide 
<D Bums in the 





CD More Comfortable to patient 
® Avoid Repeated dressing. 
(D -l Bacterial ero 



The OcclMSivefCt osetf) Met hod 



Surrounding Dry 




: By 0 Clean the burnt area with Aseptic solution. 
<2> Apply Silver Sulphadiazlne Ointemcnt. 
G> Dressing by Vaseline Gauze. 




Occlusive Met hod 
Hubbard 



special Tube wi 



Tank 



especia 



dressing chang. 



(children) since 



used 
Anaesthesia 



usually 



Indicated with 




Circumferential Burns. 
Burns in the Hand , 
Bums in the Limhs . 

by Evaporation. 



Oedema of Tissues by c 



* X« 



Pain. by covering exposed nerves 



emenr of special 



CD Hea_d.AW.eck. : I. V steroid to decrease laryngeal oedema ± tracheostomy 
© mmm.mm ■ Insertion of urinary catheter to avoid reflex urine retention 



Later 




1. Autolo 



skin 



ure b 





2 



Thiersch grails 

Biological dressings : 

■ Indicated : If Autograft arc not enough . 
. Examples: (1 ) Allograft (Cadaver's Skin) 

(2) Xenograft (Pig's Skin). 

(3) Amniotic membrane . 




rovention of contractors: 



Through immobilization in the best functioning position and physiotherapy. 



Special Types of Burns 





Tiy sjie da nuigeis_ due to the passage ol'the electric current through blood and bones. 
Sj&JZiQS££Jk*~Sktk*i & divided into high and low tension injuries according to the 

voltage responsible for the i 



The affected blood vessels usually show late thrombosis with delayed progressive 

ischaemic necrosis at different sites. 




2) Chemical burn s \ 

• TM&f& damage is due Jo corrosive or potach . 

• ^ev^^^J^SJS^\ ™ determined by the strength of the agent , its amount, duration 

of skin contact and Us mechanism of action. 

• Management: ( 1 ) Systemic control by administering the proper antidote 

thc affected area5 imgatcd with massive amounts of water. 



Cold injury \( A form of thermal injury ) : 



Tjssjie^ damage is_ due JO : Fiosi bite 



iration of exposure- 
ears and nose. 



4)1 In halation burn 



Tissue do nuigeis^due Jo: hot gases. & suspected in the followings : 

Facial burns, Burnt nasal hairs and closed space burns.* 

p. 

Th_e_ £&&I£(¥JlC L fl JL tUtS* depends on site of affection 
- Upper respiratory tract 5& laryngeal oedema. 



Lower 



-> pneumonia. 



r S5$g§&W&. * tarl >' intubations with high 11 



• - 




Skin Grafting 



* Definition : 




merit of skin, including (The Epidermis & Variable thickness of Dermis) separated 



from it's blood supply in donor area and then transplanted to raw recipient area. 



* Aetiology: 



• Burns. 

• Trauma 



* Factors affecting the survival of skin graft : 



■ The Vascularity of the recipient area. 

• Graft Thickness : The Thinner is the Better . 

■ Craft Size : The SmaJJer is the Better . 



* D.D : 



* Include 



★ Advaotages 



* Disadvantages 



Split Jliiikne** 
"Thiersch Grafts 



Epidermis & part of Dermis 



Good intake. 
Donor sites heal 

spontaneously . 



Cosmetically Poor . 
Poor sensation. 
Resist to Trauma weakly , 
ximum Contracture. 




Full Thickness 
"Wolfe Graft* 



Epidermis & whole Dermis 



• Cosmetically Better . 

• Better sensation. 
•Resist to Trauma strongly . 

inimum contracture. 

Bad intake. 

Donor sites must be Closed 
Su rgically . 



* Definition : 




Skin Flans 




* Types : 



site by a pedicle thro 



e_of the body to another area but attached to it's 

ugh which it receives blood supply. 



( DSkfn Flaps : 

• R?.n<?.9.ni. ?.?.ttcrn Flaps: have no anatomically 

recognized blood supply,so it should has 
a length: width 2:1 




Pp£?.m.H»fis: are supplied by a known 

artery & have no limitation as regard The 
length:width ratio, so they have a wider area 
for rotation e.g Forehead Flap based on 





(2) Myocutaneous Flaps : 

They are Flaps receive their blood 
supply from underlying muscle. 

e.i 




/ 
t 




. victual peuic le 





Skin 

Fascia 

Muscle 



(3) Fascio- cutaneous Flaps : 

Ip.avoid the functional deficit of muscle transfers & the bulky Flap. 

(4) Distant pedicle Flaps: 

These keep the recipient site attached to the donor site by a pedicle 
for 2-3 weeks in order to allow neovascularization, 

the base from the doner site, 
e.g Cross leg Flap (Fig (D) 
Or Cross finger Flap (Fig <2>) 





(5) Microvascular Free fl 

Transierc a flap totally by 



1993) • 




Complications of Bu 





i 




1 





994 

J 995 



Discuss Treatment of 30% surface Area Bum 



(20 Marks) 




1997 




Discuss the Fluid therapy in 25% surface area "Acute 
superficial bum" in adult patient as regards (the 
amount of fluid, the types of fluid & The Timing 
of therapy). 

Discuss Complications of Deep Major Burn . 

Discuss Management of 35% 
head, neck & trunk. 

Complications of Burns 



(15 Marks) 
(15 Marks) 





(10 Marks) 



to a new 




( 200 0 ) • Discuss Classifications of bums according to surface area & depth 

9 P V Marks) <jifjs>. 

(10 Mams j 

(10 Marks) 

712 Marks} 





complications of Bum 

Discuss complications of Burn. 
Mention fluid therapy of 30% burn in 



Chapter 13] 





IniroflUPUQD 



* Body water concentration : 



The 



cal b ody wafer varies from 45-75% of the body weight, depending on the 

body content of fat. 
An adult male contains 60% water. 
• An gdoH fe male contains 55% water (Female have more fat). 




* Body water divisions : 





mpariments. 

represents 

water inside the cells (40% of body weight.) 
The extracellular compartmen t represents 
water outside the cells (20% of body weight) 
which is divided **> 

The interstitial compartment (15% of body weigh) 
The intravascular compartment which is the pi 

(5% of body weight) 



■ M I ' 



Water: 

[A] Exogenous : e.g Water intake. 
[BJ Endogenous e.g Metabolic water. 

* Normal Water balance : 



[A]Water Input = sources i.e Exogenous or Endogenous. 

(DLung: Controlled by respiratory rate. 
®Skin: Controlled by climate condition. 
@ Feces: tt with diarrhae 





Volume 


1 Output (ml) 


1500 


Urine 


800 


Feces 


200 


Lungs 




Skin 


2500 


Total 



Volume 



1500 
100 
400 
500 



2500 



* Abnormal w 




: © XX Water depletion (Pure Dehydration) 
or <2> Water Excess tt (Water Intoxication) 



[Water & Electrolyte Imbalance] 









(A) Water Deplection 

(Pure De hydration) 

CPi Intake; as difficulty of 

swallow or comatosed 



(B) Water Exceng 
(Water Intoxication) 



OtAd 



(STL 



patient. 

as in Fever & uses of 
* -osmotic diuresis. 

d Lo sses: as T loss 
From 



of electrolyte 
free water to Na depleted 
patient. 

© Qvcr-infusion of 5% glucose 

to post-operative patient. 
Q> T Intake as neurosis. 



lungs 

tracheostom 



after 



-rectal 



asliout_ by water 

Enema instead of saline 



water 44 ^ volume & t If water 



osmolality 
water resorption from 



t volume & I 



ADH & Finalfr T osmolarity 4 ADH & Fin ally 



water 



*£/P 



CD Thirst & Weaknes. 
© I Tissue Tugor. 

with I specific gravity J - f body weight 
of 1 



fA KModerate (Water Excess) 
- t Urine volume. 



9)1 



- + Serum Na + Concertratioix 

- 4- Haematocritc Value. 

[BJ Marked (Water Excess) 

- Brain oedema -> from drowsy 
to convulsions up to coma. 

- Nausia & vomiting 01 clear 
fluid. 



r CD or © ^ 



the difcit bv equal! 



( PRcplaced 

volume of Na free water 
But If severe Depletion at least Yi 

the estimated deficit 
replaced over 12h. 



<D Moderate : only restriction of 

water intake. 
© Marked : forced diuresis by 

Manitol 

But If 

Renal failure Dialysis. 
Convulsion -> 100-250 cc I. V 

5% Nacl solution 




Blecfcpolgfce Imbalai* 



(Wafer & Electrolyte Imbalance! 






★ The chemical composition of body fluid compartments 




+ The Most Important cations 1 ^ 




I ■ 






Na* Imbalance = Hyponatremia he i Na f 

& Hypernatrenia i.e tNa + 

K+ Imbalance = Hypokabcnia IX 

& Hyperkalemia Le t K* 



Hgponalre 



as suction vomiting & 
diarrhaea. 

© f No Joss in urine: 

occur with f-enal failure, 
salt losing Nephropathy ..etc. 

(D E.CF, loss : 

•Externaljy with bums 

•M?IP.ally (3* space loss) 

eg peritionitis, ascites, 



gpernatre: 

(i,e f Na+ ) 



© Excessive saline transfusion i 

the early post-opciativc, 
Period. 

®t Na+ resorption with 

t (Aldosteron or Cortison) 



with 



sever illness starvation. 



® Abnormal renal r et ention of 

Na* with Heart or liver failure 



[Water & Electrolyte Imbalance] 





*C/P 



* ttt 



[Mainly due to I ECF volume] 

<D Sunken eyes & depressed 

ibntanelle in infants. 
® Dry coated Ton gue. 
O Dry winkJed skin & Lax S.C 

tissue. 
® Collapsed skin vei ns, 
® HypovoJacmia 4 Tachy 

cardia, Hypotension & shock. 
® U C.V.P 
© Oliguria. 



face 

early signs 
© The only re. 

of tt total body Na* is oedema 

& ascites % 



© Replacement by nonnaJ saline 
(Nad 0.9%) or Ringer's 
JactateiNacl + K* + lactate;. 

© If Associated blood loss , 

Blood transfusion is eiven. 



Uypokalae 



e.g pyloric obstruction. 
CD Severe Dia rrhoe 

e,g ulcerative colitis. 
® External GIT fisfu 
®K + Losing diuretic; 

e.g Furosemide 
g) Alkalosis 

i.e Infra-cellul ar shift ofK+ 

re vague as malai: 

& weakness 
9 Paralytic Ileus & disten 
) ± Cardiac arythmia. 
> ECG Changes : 

♦ Prolonged Q-T P 
Interval. 

♦ depressed ST segment 

♦ inverted T wave 



Estimation of K* deficit , can be 
obtaind from the totai body K + 
capacity, Blood PH & Serum K + 
level. 

NJB: It should be consider that K* 
• is dangerous as 
Hyperkalemia so it must 



® Weight gain 

© H; 

©Na* restriction in diet. 
© CarfW use of diurcstics. 

CD If oedema 



protein must b 



Hyper Kaf tiemia 

'let K+ 

Renal Failure 
© Acidosis. 

0) Diabetics with reducad 

insulin secretion. 



CDt cell excitability for muscle 
& nerves. 

0 Hypotention. 

(3) + Cardiac arythmia. 

® ECC chang es: 

♦ wide QRS 

♦ Peaked Twave 



© T.V Ca gluconates : 

as ca antagonized K+ . 
® LV Na HCOi -> Alkalsis 

Intraccliula 

® 20 gm glucose _ + 10 unites 

regular insulin infusion. 
(Glucose is give to prevent 




[Acid-Base Regulation} 




use Rcgalafcfo 





An Acid = is a Hydrogen ion (H*) donor. 
A Base = is a I Iydrogen ion (H 4 ) accept 




produces (TT) & they 



either excreted or buffered to keep 




of internal environment constant at a range of [7.3-7.5] 




I A / Body Buffer system: 

Consists of weak Acide & Bases 




dividid into (Bicarbonate, 



[BJ Renal mechanism : 

- Resorbing filtered HCO3" preventing it's loss in urine. 

- Excreting (50-100 mEq) H"7day. 



[CJ Respiratory mechanisms : 

Through elimination of CO3 
HCOj"+H*-» H2O+CO2 








This is a condition where there is a base deficit or acid excess other than HC0 3 - 



* Aetiology 



(D Diabetic ketoacidosis. 



organic acid : Which occu 



Lactic acidosis of anerobic sepsis, shock or ischaemia. 
Salicylate toxicity or Hyperalimination due to excess amino 

mechanism : as in % 




Renal Failure 
ic Renal Faiiu 



Renal 



Abnormal 



as in ^ 



© Diarrhae, pancreatic or small intestinal fistula. 
© Uretero-sigmoid anastomosis. 

therapy. 




[Aciri-Base Regulation j 




* Diagnosis 



Nausea, Vomiting & Drowsiness. 
Air Hunger "KausmaU's respiration" 
Bone decalcification in chronic cases. 



Treatment. 

■ 

If inild to moderate acidosis -> Treat the cause. 
Q) If Severe acidosis -> I. V HC03' estimated as 

— 







Metabolic Alkalosis 



Tliis is a condition where there is An acid dificit o r 




* Aetiofooy; 



d) GIT loss of It: Excessive vomiting or suction of gastric secretion 
© Renal loss of it with Aldosterone or Hypoparathyroidism 
G> Hypokalemia; stimulates intracellular H + Shift 
© Bicarbonate retention: 

either a or b 

a- A Na HCO3- administration 
b- Milk Alkali syndrome. 




* Diagnosis: 



© Cheyne-stokes respiration (slow & deep) with period of apnea 
© Tetany i.e level of ionized Ca+ 



© Hypokalemia, 



* Treatment: 



© If mild with (no Hypokalemia) -> I.V saline in fusion (kidne: 
correct by retaining CL & excreting Na+ with excess bicarbonate) 
Hypokalamia -» I.V KCL 




If Severe (Not respondln 



bove me 



a. Ammonium Chloride slowly I.V (1 40 mEq) 

b. I.V Hydrogen chlorid through central line givci 
as 0.05 -» 0.1 5 NHi solution 



® If Tetany -> (10%) Ca. Gluconate I.V slowly. 





-Base Itcgulationj 




Res 



Definition^ 

The condition is due to f Co2 associated 
with + pll 



Aetiology 

<D Respiratory depression : by 1 ^ 

- Drug as opiate 

- CNS Lesion 

- Cardiac Arrest 
@ Respiratory m 



- Mv asthenia 

- Flail ch< 

- obesity. 

Imparid alveolar functions female 

- COPD 

- Pulmonary oedema 



Diagnosis. 

© Resless & cynosed patient. 
Q> Post-operative Hypertension 



CD The best for sure diagnosis 

is serum PH & 



Treatment: 



Definition: 

The condition is due lo 4 
normal level & T pfi 



Aetiology: 



erventi 



: as in 



- Hysteria 

- Hyper-pyrexia 

- Brain stem lesion. 

- Bacterial sepsis 

- Ventilators 

© P.t undergo neurosurgical 
procedures 



may be Hyperventilated 
flow. 



cerebral blood 



Diagnosis 

(D Tetany in severe Alkalosis 
© Respiratory Arrest. 

N.B: Alkalosis impair condiac out put 

cardiac patient 

© The Best for sure dia gnosis 

is serum PI I & PC02. 



Treatment: 



Improve ventilation + Aiding renal 
compression 




-> Instruct the patient to 
breath into a bage. 

<2> Sometimes -> C02 addition to inspired 
gas mixture but the danger is in mistak of 
a compansatory metabolic acidosis. 
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* Maintaiug a heal 






requires the 




For (70 Kg )Pcreon 



• Water (ml) 

• Carbohydrate (g). 

• Fat (g). 

• Protein (g), 

• Nitrogen (g). 

■ JVa* (nunoi). 



2450 
140 



| M.iJRa tpitfon Ir Surgical patient 




4 Causes of Malnutrition 



[A] Starvation : 

© Social causes. 




foal patient : 




® Dysphagia. 

!] Hypercatabolisrn : 

© Major trauma and bums. 

(2) Major surgical operations 
© Severe acute pancreatitis. 




* Effects of Malnutrition on the outcome of 





tHTnmiT* 




physical recovery & hospital stay. 
Tolerance to Radiotherapy and Chemotherapy. 



© Recent nutritional weight loss ? 10% 
0 Body weight is less than 80%<bf the ideal for height; . 
® Mid-arm muscle circumference less than 80% (of value in comparable 
population ) = ( muscle mass). 

© Triceps skin fold thickness<meaured by a calipers an indication of fat loss 

t 

[b] Laboratory : 

CD Serum albumin < 36g /L ~ Server protein Joss. 

© measurement of daily nitrogen outp ut in urine to f then compared 

with nitrogen intake (grams of nitrogen = 

provides a rough idea about nitrogen balance. 

[CJ Immune Function : 

Cp Total lymphocytic count < 1 ,2 X 1 0 9 /L. 
<2> Impaired hypersenstivity reaction. 




(6,25) 



Support 



(A) 




* 'Judications * patients in who 



I intake is inadequate , while having a 



ftinctional accessible GJ.T as (comatosed patiei 

burns or Head & Neck surgery) 




severe 



* Ho ute sofadmin i strati on : 

® Nasogastric tube. 

+ Administration Formulae : 



O Gastrostomy 




(A) Through Gastrostomy -> liquid diets, Juice, mjUc. " " 

(B) Throuflh icjunostomy -> isotonic sterile formula at a slow rate, otherwi 



distention 



* Complications: 

H^^H BI^HV H^^HI Hi^V flBI 

(A) Mechanical complications 

<D Pharyngeal or Oesophageal 



® Obstruction of the feeding tube. 
©Tube displacement 




(B) 




Jrcations: 




Nausea, Vomiting, Aspiration 

Distention, colics & diarrhaea. 

>: glucose intolerance, electrolyte 
malnutrition. 



III 



balance & 



[Surgical Nutrition] 






* Indications 



alnourished or hypercatebolic patient in whom the intestine fails to 
absorb nutrients e.g (inflammatory bowel disease) 

cvcrclv deplitated paticnts/ for 2 weeks) to 





postoperative mo 

• Ro^o£arfminisb|atfon: 

central venous line through internal j ugular vein Fig © 
or subclavian vein Fig ® 

• Administration Formulae: 

^^H^^^P BS^I^B ^^^^^^^ bh^^BI ih^^h^p hmh^rv ^IH^m BH^^B 

Carbohydrates: 25% glucose. 

• Proten: L-amino acids (e.g Vaniin novoplexj 
Fat emulsion: Intralipid 1 0% and 20% isotonic produced from 

soya oil (1 L 20% intralipid -> 2000 Kcal/ day). 

IV vitamins: Bn 

• Iron preparation: I.M. injection. 

• Trace elements: Phoshate, magnesium, Cd 

Electrolyte supplementation: Na + , K + 




* Monitoring of efficiency and complications: 

M ^mm mmmi mmm e^m t^-i nmm am MM M mm Mi PMS MM 

(D DaiJv measuring body weight (a weight gain > 300g /day) 

due to water 




is 




CD Balance of daily input and output 
® Daily Lab: a. f ull blood picture. 

b. Blood Urea, K+, Na + , CU 

c. Serum albumin, glucose. 

d. Urine for nitrogen. 

© Twice weekly Lab: a. liver functions tests 

b. Blood coagulation studies. 



* Complications: 





[A] Metabolic complications : 

(D Over or underfeeding of the patient. 
® I Iyponatraemia, Hypo kalemia, Hyperglycacmia 
<D Hyperosmolar dehydration, 

[B] Catheter complications: 

® Displacement of the catheter outside the vein. 

® Puncture of pleura -> Pneumothorax . 

CD Injury to subclavian or carotid arteries + brachial plexus. 

® Air embolism if the infusion set accidently detacted from the catheter. 

G) Venous 
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Chapter f 5 J 






* Deff nf tf on : 

w^m mmm — a 

The mechanism by which 
cutting of a blood vessel . 

fA1 1** Haemostasis : 

CD Vasoconstriction of disturbed vessels 

on . 



tostoD bleeding After miurvor 





[B] 2^ Haemostasis : 

coagulation is activated by 2 




[Surgical Haemostasia] 




* Causes of bleeding during or after surgery : 

£Aj Inadequet Surgical Haemostasis . 
[BJ Defects ofllaemostasis 






AandB 





deficiency of factors VIII and DC respectively 
is the most common congenital 





is sex linked (from females to males), 



Management 

Infusion of factor concentrate within 1 hour 
before surgery and for 1 0 days thereafter * 



fBI Acquired Disorders : 

These are more comm on 1 
(D Hepatic disorders . 

© Vitamin K deficiency . 



ones : 



Fig© 



Bleeding Gingiva 



Prolong Meeting 



® Anticoagulants 



© Platelets disorders . 



Kg 



,* - 



tr 



Examples of 

Acquired Haemostatic Disorders 



* Aetiology ; 





(synthesized in other 



(1) Coagulation factors deficiency ; 
<S) Decreased concentration of all clottine factors exceot 
organs). 

CD Dysfibrinogenaemia : defective polymerization of the fibrin clot. 

<2) antithrombin in level is decreased, this contributes to intravascular coagulation in 
cirrhotics. 

[21 Platelets deficic 

® Thrombocytopenia due to splenic sequestraction or destruction due to Hypersplenism. 
© Abnormal function due to preponderance of small, less acti 
(3) The bleeding time is however, normal in most cirrhotics. 

f31 Fibrinolysis : 

<D Reduced synthesis of inhibitors of fibrinolysis, e.g., alpha 2 anti-prothrombin. 
<2> Impaired clearance of plasminogen activators. Fibrin degradation products (FDP) level 
may increase. 




[Surgical Uaemofifajiis] 





Treatment 




Vitamin K administration. 

Fresh frozen plasma (2-3 units) replaces (he missing coagulation factors and 

coagulation and fibrinolysis inhibitors. 
Desmopressin (0.3ug/k) can raise the levels of factor \ 
and shorte the bleeding time before an invasive procedure. 

Tranexamic acid or other fibrinolysis inhibitors may be useful in upper GIT 
haemorrhage. 




Willebra 




★ Aetiology , 

(D Inadequate diet (or TPN). 

© In debilitated patients given prolonged broad spectrum antibiotics (reduce colonic 

bacteria). 

<D ChoJ estatic jaundice. 
® Malabsorption. 

(S> Oral anticoagulants. 

★ ruijctipa- 

Vitamin K is a co-factor in the synthesis of factor II, VE, DC, and X. 

* InyesUaatlon : 

• CD Both the PT and PTT are prolonged. 
<2> Thrombin time (TT). 

<2> Fibrinogen level and platelet count are normal. 

* Trjajmeji! 




Vitamin K by slow IV infusion (5-10mg), or daily 
20mg/day). 

In an emergency, factor concentrates (II, VII, IX and X) 

>zen plasma may be needed as well as blood. 




for 3 days (10- 





★ Aetiology.: 

(D Septicemia, 

© Severe shock, trauma, and burns. 
(3) ABO incompatible transfusion. 

@ Malignancies, especially metastatic carcinoma of the lung, pancrcase, 
and leukemia. 

© Obsteteric accidents (eclampsia, amniotic fluid embolism, and retained dead fetus). 

★ praanosjsJ^siisjecLcrtby.: 

(D Diffuse bleeding from wounds, incisions, drain and venipuncture sites. 
© Widespread bruising, purpura and mucosal bleeding. 
<3> Occasionally, the thrombi are not Iysed quickly and ischemic 
occur, e.g. gangrene of skin and digits. 

★ invBsOflaUon : 

CD thrombocytopenia. 
. © Prolongation of PT, PTT and low fibrinogen level (N - 2 





* [Surgical DacmoftlaftJ*] 







★ Jreat meiiL: 

© Treatment of the underlying cause to stop the cycles of coagulation/fibrinolysis, 

e.g. draining an abscess and antibiotics for infection. 
© Replacement of consumed coagulation factors and platelets with fresh 

plasma and platelet transfusion. 

Blood transfusion to restore circulating blood volume and oxygen carrying 
capacity since hypoxia exacerbates DIC. 




® Heparin to stop the thrombotic component is not widely advocated. 




Can cause bleeding if the dose is not properly adjusted (look chapter D.V.T.) 



1 



assive Blood Transfusi 



With stored blood (look chapter Blood Transfusion). 






Thro ni bocylopenia ; 

<=r Essential thrombocytopenic purpura. 

<r Secondary thrombocytopenic puipura may occur secondary to drugs as thiazides, 
methyl dopa and sulfa drags, chemotherapy or radiotherapy, 

isorders of platelets functions : 



© Drugs as aspirin and NSA1D inhibit cyclooxygenase and prostaglandin synthesis, 

thus they interfere with platelet adhesiveness. 
<2> Cephalosporins and semisynthetic penicillins coat platelets. 
® Dipyridamole (Persantine) reduces platelet adhesiveness. 
® Uremia and hypothermia can cause platelet dysfunction. 




[A] History : 

Age : e.g. childhood (Hereditary disorder). 

story of abnormal bleeding from multiple sites (see Fig (D) 



bleeding : 




nflf&tfcp The bleeding is superfial 
Mucous membrane .„ etc. 



(b) JO?Xf.9*?.J?.f.?.7!.?.?3 i????.^?!.?.?.^!^* 5 bleeding is deep 

i.e. Haemostasis in muscle, Haearthrosis 



• mm 





n disease, chronic 

blood transfusion & drug intake 




I*. 





fBI Examination 




e.g. jaundice , and spider naevi 




are exanu 




© Skin a 

(3) Musculoskeletal system . Muscle Haeraatomas & Hemarthrosis. 
® Abdomen. Hepatomegaly & Splenomegaly . 



© Lymph node enlarscme 




may be caused by lymphoma, 

chronic 






© Patients with Personal history or Fa 




of abnormal bleeding 

that can interfere 



© Patients with diseas 
with haemostasis . 

r or Primary Haemostasia : 
t*l*t Count : Normal -150.000-400.000/ul . 

Spontaneous bleeding occurs with counts 10.000-20.00 
No hemastatic abnormality occurs in counts more than 





® Done Marrow Aspii 

• Megak myocytes are normal or increased 





Time (BT) is prolonged with platelet and vascular defects 




(Adhesion, Release, Aggregation) 



Tests of scon dory Haemastasts : 
CD The FT ( Prothrombin Time) measures the time of clotting though the 

Extrinsic and common pathways which involve factor VTI & p 

X,V,II and fibrinogen respectively 

(Partial Thromboplastin Time) measures the time of clotting 
through the Intrinsic pathway (factors XU^Q.lX.and Will) 
and the common pathway. 



® Other Tests ; 

• Fibrinogen level is decreased in DIC. 

• Fibrin degradation product (FDP) screens 






Individual 

Clot stability test evaluates factor XIII, deficiency of which is not detected 

bythePTorPT 
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(TJ I ) Ac u teNorLgp e c t ficjii f e ct i o n s 




* © Post-operative wound Infection. 

* © Boil (Fumcle). 

* © Carbuncle. 
® Cellulitis. 
® Erysipelas. 

©Bactcraemia & Septicaemia. 



operative wound In fe e 

This is a serious problem that may complicate operative wounds, 




■ ComwiWiing microbes may be derived from: 

® The patient himse lf (Endogenous). 
® The patient >s envir onment (Surgical team, 

* Predisposing Factors: 




Dressing ...etc) 




ral Factors: 





(D Poor general condition. 
© Systemic diseases that i 
0> Drugs that cause 

Factors: 




defense as Diabetes or Uraei 



Q Poor blood supply 
CD Poor su 




Rough handling of tissues. 



jis leading to hat-matoma formation 
<3> Presence of foreign bodies as prosthetic implants, 
© Nature of the operation c.fi Operations for peritonitis, colonic 

especially for unprepared colon. 
Defect in the sterilization technique in the operating theatre. 





(B) 



There is no gross contamination from endogenous or exogenous 
such as Herniorrhaphy and Thyroidectomy wounds. 
The Risk of infection is 1-2% 

: Wounds involve regi 

low numbers of resident 



sources 






surgery 



on prepared colon. 
The Risk of infection is 2-5 %. 

: an unprepared region of the body with numbers 

organism is entered e.g surgery on ui 

The Risk of infection m 5-30%. 






iSuryical Infections) 







© Original contamination 





with local vasodilatation and infiltration by 
polymorphonuclear leucocytes. 

with purulent discharge. 

.and 





* Clinical Picture : 

Usually appears 

■ Postoperative fever . 

the wound 





■ The wound is swollen tender and red, 

■ Fluctuant areas or crepitus can occasionally be felt 

[A] Other causes of postoperative fever 

e.g Chest infections, 





...etc. 

Other causes of wounds swelling 

e.g Haematoma, and Incisional hcraia...ctc. 



* ^ophylaxJs : 



sho 




and any predisposing 

and anaemia 



(D The patient's defence mechanis* 

factor should be controlled e.g 

© Prophylactic antibiotics are indicated in % 

[A] Clean contaminated or contaminated surgery. 

[B] In wounds where foreign material is implanted 

■ Prophylactic antibiotics : 

should be given pre-operatively, during the operation and 
in the early post-operative period. 



ore 



elective col orectal 
Mechanical and 




are recommeneded 






minated wounds, 

operations in septic, should be left open 
tissue) for delayed primary closure. 



(skin and subcutaneous 



* Treatment : 



and 




The wound should be 

itihiofics g uided by culture and sensitivity tests. 
Possible sources of hospital should be traced and corrected 



allow pus 




[Surgical Infections] 





■ This is a staphvloccal infection of a hair follicle or a sebaceous gland 




■ More common in diabetics and whenever there is lack of personal hygiene. 

• Necrosis of the central part occurs and is discharged togeher with pus 

* Treatment : 

U Antibiotics effective against staph, organisms. (Incision may be needed). 

2- Icthiol ointement. 

3- Painting the surrounding skin with an antiseptic to prevent infection of the 

neighouring glands or hair follicles. 

'. Always suspect diabetes melitus in patients who develop recurrent boils. 




ARBUNC 



* Definition 




is Acute 




c infection of skin & S.C tissues 




* Aetiology s 




ism : Staph 

F 




as An re us 

^atient > 40 years with DM or Immuno-supressive. 
of cleanliness at Hairy areas of Face, Nape of neck, 

Back&Dorsu " " 




* Patffiogensfs : 




tart in Hair Follicle 
potent nccrotoxin 

Clinical Picture : 



then extends to S.C. tissues. St 

of Overlying Skin 





General 





Severe Toxaemia 
Local Examination 



rated skin & S.C Tissues. 

led area with central softening but No fluctuation. 

ist ules 

Appears on the surface, which bursting leavine a 





Carbuncle 





tarance. 5>ome of them coailesces forming ulcer which allow 

separation of the slough, i.e. Infective gangrene. 




Infection*] 




* Complications : 

■ Spread of infection Cellulitis, Lymphangitis & Lymphadenitis. 

■ Septicaemia & Pyaemia. 
vcrnous Sinus Thrombosis if the carbuncle in the face . 

or Mcmngitis & Epidural abscess, if the Carbuncle in the Back . 



* Investigation s 




* Treatment : 



he discharge. 



(A) General ttt 

CD Improve General Health (Diet, Vilamines etc..). 
@ Coptrol of D.M if present. 

<3> Systemic A.B. According to Culture & Sensitivity test. 



Local ttt 

mm ■ 

CD Strong local A.B . 

© Glycerine Magnesia local foment to help separation of sloughs. 
® Excision of Sloughs. 




• • . 



* Definition: 



Cellulitis 



This is an invasive non suppurative infection of the loose connective tissue 




■ Organism : 

Gram +ve bact. mostly streptococci or occasionally staphylococci into the 
superficial skin structure. 

■ Mode of infection: 

Through Cratch or Prick 



* Clinical Picture 

General 




Toxaemia (Fever, Headach, Malaise & Anorexia) 



© The affected area is red, indurated, hot & painful 
® It spread rapidly <fe the Advancing edge is ill d 



* Treatment 



<3> No suppuration except at portal of enteiy. 



© Rest & elevation. 
CD Local heat. 



CD Antibiotics (pencillin group) 




order not to miss a hidden abscess. 




[Surgical Inflation] 




* Definition: 




This is a rapidly spreading non-suppurative infection of the 
skin. 





Organism: 

Specific strains of Haemolytic streptococci 

Mode of infection: 

Through minute scratch or abrasion. 



* Clinical Picture 






?r, Headach, Malaise & Anorexia) 
Local 

SjmUgr to cellulitis but 

<D 'fine colour of the skin is rose-ink. 

© The edge is well defined, slightly rasied & often shows minute 

vesicles just behind the spreading margin. 
CS> There may be islets of inflammation beyond the spreadir 
separated from the main area by apparently normal skin. 





Similar t o cellulitis but 




It! 




very contagious 






Presence of bacteremia which arc figt JML^iafifc ia the blood. 
It usually follows dental work and instrumentation of the urinary tract. 
Hazardous in patients with damaged heart valves or with prosthetic valves. 
Antibiotic prophylaxis is essential in such cases. 



ticaemia: 



■ Presence of multiplying organisms in the blood stream plus leucocytosis 

■ It usually denotes significant infection in which bacteria, bacterial toxins or 
inflammatory mediators escape the control of be immune system, enter the 
blood stream and produce a systemic response including ehills, Fever and 
sometimes pulmonary failure or shock. 



Cb|0|iiD specific Infections. 



(!) Tuberculosis (T.R). 

(2) Syphilis. 

(3) Actinomycosis. 

. -Tr J ^^^^^^^^^^ 

(4) Nocardiosis 





( 1 ) Schistosomiasis (Bilharziasis) 

(2) Filnriasis. 

(3) Amoebiasis. 







|*J Telanus. 



Necrotizing Fasciitis 



Definition 




Tetanus 



Tetanus is Acute specific anaerobic 

Clostridium Tetanl which leads to nervous irritability & muscular 

* Aetiology : 

Qrqanism : Clostridium TeLanl 

Which is • Gram +ye anaerobic bacilli, Spore forming with Drum stick shape 

• Naturally the organism living in small intestine of Horses. 

• The spores present in Street dirts & Manured soil. This spores 

resist to * ' '* 





The Anaerobic organisms flourish more in wounds 

CD Deep Wounds especially if Contused 
0 Tissue Anoxia from Hec & Shock. 



ow oxygen tension as % 





(Which Consumes Local Oxygen). 



Associated Pyogenic 

© Wounds : Hypoxic wounds contaminated with soil. 
® Tetanus Neonatorum : From infected umbilical stump. 
® Snreical Tetanus : Improper Sterilization on the Cat-sut Sutures 



[Surgical Infectioos] 







aism p roduce powerful Neurotxoins -> Blood -> B.B.B -> CNS 
Motor cad plate & Motor cells -> Hyper-excitability of Motor cells. Sfl Any 

Minor Stimuli violent Generat ed Spasm. 
* cifnfcal Picture : 



The Incubation Period in Non immunized patient = 24 h - 14 days but 

immunized patient =11 days -> several weeks 



[AJ Staee. of Toxaemia 

© f Temperature i.e Rigors. 



0 Irritability & Headache. 




[B] 





Smile 



Pain & Tingling of area affected. 
Spasm of facial muscles *MM» SardOillCUS" - Bitt 
limitation of jaw movement "Tflsmil*" = Lock Jaw. 
Neck Stiffness difficulty in swallowing due to affection of muscles 

of deglutition. 




[C] 




jinvulsionH 



Q Severe 




with incomplete muscle relaxation due to 

minor stimuli as bright light, Noise etc 

backwards i.e. opisthotonos 



<3) Spas 



f diaphragm A Intercostal muscles -> 

Respiratory insufficiency 
Tachycardia is a gr ave sign . 

Temp, with Profuse Sweating. 
nt convulsions may leads to rupture of muscles 
'Rectus abdominis" or 





* Spec^alJ^pes^fJ^et^us : 

» Acute Tetanus : Affect the Unimmunized, Short I P & Death in few days. 

! Affect the Immunized, long LP. & Mild symptoms. 
: Occur in immunized patient where general Toxaemia is 






absent & Localized muscular aifection onlx . 

e tan us : Only affect muscles of Deglutition -> Dvspha 
or Qiily affect muscles of Respiration -> 
! Due to wound 







* Causes of Death s 

Toxaemia or Hyperpyrexia. 
Exhaution firom Severe Convulsions 



iSnnjkal Infectious) 



* 0.D: 



Trismus ; From Arthritis of Tempro-mandibular joint. 



Meningitis : Turbid CSF containing organisms & Leucocytosis. 




Strychnine noisning : complete relaxation between attacks. 

+ l$ero 




© Tetany : Carpo-pedal spas. 
© Rabies: History of Dog bite + Spasm occurs 

drinking water. 




* Management: 








® 




IF Pa lieu t previously recei 
within tOyeara : 
A booster dose of Tetanu 



id & The last one 

is needed on exposure to Tetanus prone 

wounds (0.5 ml LM.). 
IF patient previously received less than 3 doses : 

♦ With Clean minor wounds -> Only Tetanus Toxoid is i 

to Tetanus prone wounds. 

♦ With wounds having High risk of Tetanus -> Both Tetanus Toxoid & 

Tetanus Immunoglobulin (TIG) is given. 
IF Patient (TVot) previously Immunized : 

♦ Willi Clean minor wounds 4 Only Tetanus Toxoid is needed but 3 doses 

with 4-6 weeks interval. 





of Tetanus Both Tetanus Toxiod (3 doses) 
& Tetanus Immunoglobulin (T.I.G.) is given 

(250ULMO + 3^MIUL 



Ml Treatment 




3000-6000 unites I.M 



Repeated doses may be needed, since the half life of 
the Established tetanus often lasts longer. 

© Excise <& Debride the wound : 

The wound must be left open & Washed by 




Peroxide 



<D Penicillin-G : 

1 0-40 million Unit/ day I. V. 



(Surgical Infections) 







from Sudden minor stimuli, go, % 
he is isolated in a dark quiet room. 
Barbiturates but cautiously as they often cause 



* Prognosis : 



The Mortality Rate - 30-60%. 

- 





( Clostridial Myositis) 



* £e«rii«on : 

Gas gang rene is Acute 
Clostridium group 

* Aetiology : 




anaerobic infection caused by Gas 





gas formation 




L, 1 




gangrene. 




Which 



: Clostridium Croup : 

• Gram +ye anaerobic bacilli, All of them are Motile & Non 
capsulatcd except CL. WelchiL 

• Some of Clostridia Naturally living in intestine of Animal & Man 

• Thtv arc 2 groups : Saccharolytic or Proteolytic group. 



Predj spos ina FactOf : 

The Anaerobic organisms flourish more in wounds with ta oxygen tension 
e. B . <D Lacerated wounds involving bulky muscles. 
Q> Ischae mia of muscles or devitalized Tissues. 

bv stool if patient suffer 




The organism exist normally in bowels of Man & Animal. So Thigh & Buttocks 
particularly affected being near to faecal contamination. 

* Pathogenesis 



(A) General niood Haemolysis 
^ changes of liver & Kidney may occur 

(B) LccaJ: 





anisi 




They 



frmn [CL. Welchii-CL. Spttcum-CL. Oedematicnj] 

ferment Glycogen of Devitalized or (ischacmic) muscles 

Liberation of 



Liberation of (CQ 2 + H 2 ) 4 Haemolysis of Blood 




colour 



IIIJ Protpplviic O nanisms : |CL. Histolyticum-CL Sporogens-CL. TertiumJ 

They ferment Proteins of Devitalized or (ischaemic) muscles-* 
liberation of [Ammonia & Hydrogen sulphide] -> Haemolysis of blood 
tlron from hemoglobin which combines with the Hydrogen sulphide 



sulphide which stain 




[Surgical Infection* J 




* Clinical picture : 





fiencrsl Examination 



cm shows Pallor, Fever & Marked 
ce & Oliguria, 
erccases patieut is shocked 




(B) Local Exa 





* 



CD Tense & Swollen limb . 

© yound Stitches are seen under tension with crepit us sensation . 

with Characteristic Foul odour exudate 
from wound. 
© Skin over shows greenish to black Coloration. 
<S> The affected muscles don't contract or bleed if cut. 
® The affected muscles show Greenish black or brick red coloration 

Types of Gas Ganttrene : 





(A) Massive Type : (1 "he usual) If affect s everal muscles, 
(g) Local Type : (Less common) If affect a 

* Causesjsroeatti : 

■ Severe Toxemia . 

■ Haemolysis & Jaundice. 

■ Damage of Kidney & liver. 

fetrions 

Localized to site of infection & Non Invasive. 
As simple contamination but no muscle affection. 

Others : As % 

CD Clostridial Cellulitis: Superficial & Localized to 
i«p> i*. . * - (0 one group 0 f musc j es . 

rene: Caused by CL. Oedematiens & Characterized 

Management : 








Prevention 



<D Adequate debridment of wound with Excision of dead muscles. 
© Strong Antibiotics especially Pencillin. 

G> Adequ ate Ci rculatory siiDDOrt in severe i; 



Is required 




tissue hypoxia. 



N.B. 



[Surgical Infection*! 




Treatment 




Genera) tit 



Blood Transfusion- 




10-40 million Unit/ day 



Hypcr-ba 




nation 



n 



It is oxygen drenching in a pressure cha] 
// is given At 3 Atm for 1-2 hours and is repeated ever / 

hours. [3-5 exposures are usually necessary], 
// inhibit* bacterial invasion & production of Toxins 




Local ttt 



s opened & All dead tissues are excised. 
Compartment are decompressed. 
The Deep fascia is left open. 





N.B 



® Daily debridement is necessary under anaesthesia . 
© Amputation with Massive type. 
Q) Diverting Colostomy: In Extensive perineal infection 



A 




* Prognosis : 




20% 




® 




* Aetiology : 



* 
* 




litem! Mixed inicrob 




* ffV/l 




Immunoco 

f infection: 




tents c 




Through a puncture wound, leg ulcer or a surgical wound 



* Pathology: 



The 



infectious process spreads along the Fascial planes which leading to 
is of the vessels passing between the skin and deep circulation. 

lie chances lead to 






* Clinical picture 




The patient is alerl . 
Toxaemion (Fever, H 




lSuftfic.il Infections] 




1 Local; 

• The skin shows haemonttagic bullae & necrosis. 



amrn 



The skin may be anae 



* Investigations: 





smears 




% Prevention: 



Adequate 



-J - I 



it of wounds & Antibiotics for contaminated wounds . 



^Treatment: 



[liturgical. J Debridement ( under anaesthesia) . 

[21M gjj i q aj Jenici 1 1 in (20-40 million units/day / I.V) together with 

Gentamycin (5mg/kg/day) or Amikacin (ISmg/kg/day) 



^ Proynosis : 




cases 




a fatal outcome. 




* Guide linesf or A^ti^otics^prescripaon 8 

fAI The patient: 

(D Age, sex, pregnancy & lactation. 
® The condition of Renal & Hepatic function 

i.e (sites of Antibiotics metabolism) 
<3> Known history of aJiery to Antibiotics . 
® The uses of other 




e.g contraceptive. 

® The most suitable route of administration (Oral, IM. TV) 

fB] The pathology & causative orgnfsm: 

© Establiscd diagnosis before starting antibiotics. 
<Z> Wide spectrum & less expensive antibiotics are more 
pathology & clinical assessment 

* Antibiotics In common use : 

^^^^^^^^IP ^^^B^^^^^^J ^^^l^^^^^^l ^^^^^^^^^^1 ^^^^^^^^^^1 ^^^B^^B^B^ ^^^^^^^^^^1 

[1J For lstaM.?..Gram±y$cocctl 

<D Penicillanase resistant pcni 
eg Flucloxacillin or Cephalosporins 





(Surgical Infections) 





[2] For [Strafi! .= Gram„+ ve. coccfl 

e.g Penicilline or Erythromycin 

[3] For (Gram-ve bacilli) Except (E-coli, kicbse 

lycine 

[4] For (Gram-ve anaerobe) i.e Bactcroids. 

e.g Metronidazole (Flagyl) or Clindainycinc 



[5] For Pseudomonas: 




[6] For Entcro-cocci: e.g Strept. FecaJis. 
e.g Ampicilline 

* Action of Antibiotics: 




Depends mainly on 

* Complications of An ti bio ties: 



(D 



ersensitivitv reaction commonly with pencillin 
including urticaria, fever & a sthma. 

® Vit Ti deficiency 

due to alternation of bowel flora especially with prolonged used 



Specific Toxicities: 

e.g Nephrotoxicity, Ototoxicity & Oft irrit 



> 



1985 



Cl 986^ # Complication 4&m of Ca 



of upper lip. 



• Me asures to prevent Gas 

wound of thigh. 



(10 Marks)^Ujjj 
(10 Marks) ^jjj 



1988 



Tetanus : Aetiology, Diagnosis & ttt 
• Discuss 



1 993 } • Discuss treatment of Tetanus 

jm 



1995 
1996 



(15 Marks) 
(25 Marks) 

Aetiology, C/P, Prophyloxis & ttt of Tetanus (20 Marks) 



iscuss prevention of Tetanus & 
iscuss oath.. C/P & ttt of Carbun 



( 2004 



Give a short account on carbuncle 

Discuss post-operative wound infections 



(10 Marks) 

(15 Marks) ^jjj 

Mark)srti jjj 



(20 Mi 



Chapter 17 1 







♦ Due to the use of the hand & it's exposure to contamination, the frequency of hand 

infection is high 

proper treatment & early interference is needed to preserve the function of hand. 

* Classifications : 

[A] Cutaneous & S.C Infections : 

© Paronychia (Acute & chronic) 
® Pulp space Infection 
<3> Web space Infection 

[B] Fascial spaces Infections: 

© Mid palmar space infection. 
CD Hypotheanar space infecti 
<3) Thcanar space infection 

[C] Synovial sheath Infections: 

O Acute digital T\ 
© Ulnar bursitis. 
(D Redial bursitis. 



mi 




[D] Bone & Joints Infections: 

* General principles : 




[A] History : usually manual warkers with history of prick 

or usually house wives. 

[B] C/P : 

.SgffiSrflL^xS.QltaSSte 1 ?.! fever, Headch, Malaise & Anorexia or (Hectic 

fever & throbbing pain) if Abscess. 

Local L examination CD Redness, Tenderness, Hotness & Dorsal oedema 

overlying skin 
<2> Firm Tender L.Ns. 



O The fingers can't be approximated 




\C] Treatment : 




© General & Local rest in elevated position. 
<2) Early adminstration of strong AJ3. 
O [Don't wait for fluctation] 

® Incision (nerve crosses hand crease) & under general anasthesia. 

® Incision is done under tourniquet to have bloodless field 

© Early restoration of function by movement to avoid stiflhess of 



[Hand Infection.*] 







1- Acute Paronychia 




Inflammation 




affc 



commonest type of hand 



* Aetiology : 



© After Trauma. 
<Z) After Removal of excess skin. 
Q> Extension from S.C infection. 

* ClnjC^PJctwro 5 As General + 

localized painful swelling of the nail fold 

* Compf ications s 

<J> Extension to subungual i.e below the nail. 
© Extension to pulp spaces. 
©Lymphangitis & lymphadenitis. 




♦ Treatments As General* 





h Triangular flap 

(Triangular incision in the skin fold to raise nail fold). 

Bilateral: Quadrangular flap 

(Incision of the skin at the both angles of nail fold, raising the naii fold). 

- Chronic Paronychia 

♦ Definition: It a Chronic inflar 




III B «"4 M 



* incidence S Common with washer woraca 

* Aetiology : It a Fungal Infection. 

* Clinical picture : As General + 

mhm ■■■■ Mi mma m • 

Localized painless swelling in the pail 
fold with tropic changes, 

* Treatment: As General + 

fliHH ^^^^B ^BHB 

CD Anti-Fungal treatment 
<2> Avoid water. 
<3> 





[Hand Infections] 





SURGICAL ANATOMY 



ace is closed compact space 
Between skin & periosteum. 

from the middle 



Transverse 



v.- \ v.- 



filled with fat & partitioned by incomplete fibrous septa 



* Aetiology : 



Infection mainly be 




through direct inoculation by a pin prick or 



extension from Paronychia . 

* Clinical Picture : As General* 

Localized painful swelling over the distal J?ulj>.with induration 

+ Complications : 



© Tenosynovitis (Tenderness over proximal fingers & palm) 




© Arthritis (limited movement 
<3> Lymphangitis. 
© Lymphadenitis. 





distal "pulp ipse* infection 




* Treatment : As General + 




over the inflamed point , 




(3) 



if One side of pulp 
is inflamed 

a tton incision passing in front of 
the phalynx with division of 

all septa if the whole pulp is 

full of pus . 






CD 



CD 



<3> 






* Incidence : Commonest breast mass of younft femaje. 




HbroAdcnumo 



1 




* Aetiology : 

of Epithelial cells + Fibrous tissue] it may be ^ 

♦ From the start i.e. De Novo. 
Or • On top of Excessive lodakation o f Adenosis & Fibrosis 

of Fibroadenosis. 



* Pathology l 







ell Calculated) 

Showing fibmi band 
dividing it into lobules 

sule : Formed of compressed 

breast tissues. 



■ There are 2 Types *fc 




mm 



mm 



- -US'. 



Attached to it's capsule by one 
pedicle. 



Attached to it's capsule by 
■m ultiple pedicles 



Irroscopic Picture 



J • 



Ducta surrounded by Dense FT. 



.* e» 



mm 



Ducts are compressed by F.T, 

Compressed 
Glands 



/ 



Rounded 
Glands 



*£\xa 



* Clinical Picture : 



4 ♦ 



•Exa 



20 - 30 years 



Hard & Painless mass. 
Slow Rate of growth 

i.e.malignancy is Rare. 



30 — 40 years 



& not tender, 
defined edge. 
Mobile mreast Mouse) 

i.Ns Enlargement 



pfi and Painless mass. 
Rapid Rate of growth 

i.e.malignancy is 



Mill 



* Complications : 



[Hand Infection*] 





* Aetiology : 

Infection mainly by staph , organism 
through direct inoculation by a pin 
prick or extension from " mid or 

iLs paces infection . 



r f » ■ ^ & Ik * r ■ 

*i if At fim 



* Clinical Picture : As General + 



Localized painfuJ swelling over the 
web space with induration. 

* Complications s 

® Tenosynovitis (Tenderness over proximal fingers & 
@ Arthritis (limited movement of AM joints of hand ) 
<3> Lymphangitis, 
® Lymphademitis 

® Extension to mid palmar spaces, Hypotheanor 
or theanar spaces i.e Fascial spaces. 

* Treatment : As General + 





prafnediHr 

Transver 



Counter incision may be 
with a dorsal pocket . 



palmar surface of web, near its free border 






* 




Fascial spaces Infections 





ace is bounded Anteriorly by palmar apponcurosis, Medially by 
medial septum separating it from the hypothenar space & 

by the lateral septum separating it from the thenar space. 



♦ Atiology : 



Infection mainly by staph , organise 
through direct inoculation by a pin 
prick or 




♦ 



[Hand Infections] 





L 




* Clinical Picture : As General + 

H^^^^^^^P ^^^^^^^^^^P ^^P^^^ii^^^ ^B^^Bi^^^P ^^m^ff^lP ^^^I^BP 

Localized painful swelling over the 
induration. 

♦ Treatment : As General + 

A Transverse incision is done like that of a web space 

in distal palmar crease (Hiltons 



i.e. [Frog's Hand) with 




the retrotendenous space to drain pus. 





Infection mainly by staph , organism 
through direct inocolation by a pin Prick 
or extension from web space Infection 



between Little Ac King fingers . 

* Clinical picture : As General + 

Localized painful swelling at H^pthe&ttr 
space with induration 

* Treatment : As General «» 

A vertical incision along the medial border of 
The 5 th metacarpal bone is done. The small muscles of 
The little finger are reflected and the space 

i.e. {Hilton's 







♦ Aetiology: 

Infection mainly by staph . Organism 
though direct inocluation by a pin prick 
or extension from web space infection 
between Judex & Middle fingers , 

* Clinical picture : As General + 

Localized painful swelling at Thenar space 



Treatment : 





at the distal end of the thenar eminence at the web 





then the space is open by a sinus 



on the lateral aspect of the back of the 2 nd metacarpal 
bone, this is the incision commonly used 



[Haod Infectious] 





| Synovial sheath Infections 





* Aetiology s 





*Pa 



SYggvitis is associated with excessive cigar synovial 

fluid which turned to be turbid by pus. 

The sheath will be d istended . 

to tendons will be 
Impaired by inflammatory thrombosios of vcsseles. 

♦ Clinical picture : As General + 

mmm mmm mmm c« ■ 

[A] General: Fever. Headach, Malaise & 

[B] Local : 

CD Symmetrical swellings of fingers. 
© Semiflexion of all joints (Hook sign) 
CD Extension of inter-phalangeal joinis i 

while metacorpo-phalangeal joints is 
contrast to mid palmor 

cations : 






CD Stiffiies Fingers. 
© Septic Arthritis. 




* Treatment : As Genenl * 

CD Transverse incision over distal crease, 
0 Aspirate pus by a catheter 
0 Inject Antibiotic 





1 (Tenni s Elbow 

The patient complains of pain in the elbow at rest and in particular when he uses 
the hand (extensors). Pain develops at the site of attachment of the extensor 
muscles of forearm to the lateral epicondyle. 




imilar to Tennis Elbow, but 
forearm to the medial epicondyle. 




the attachment of flexor muscles of the 



Supra-spinatus Tendin 




Pain is felt in the shoulder especially on abduction and rotation. There is 
localized tenderness over the insertion of the supra-spinatus tendon. 




Pain and localized tenderness occur under the heel at the site of attachment of 
planter fascia to the calcis. 



* Treatment: (i, 2,3,4) 

a- Ask the patient to avoid powerful contraction of the involved muscles, 
b- Local injection of Hydrocortisone and local anesthetics, 
c- When sura-spinatus tendon is calcified surgical release 




5 Stenosing Teno- Vaginitis 

Spontaneous thickening of tendon sheath which gradually entrap the tendon. 

/- Dequervain 's disease; 

• The common sheath of abductor pollicis longus and extensor pollicis brevi 

tendon at the wrist is affected by stenosing thickening. Patient develops pai 

with movements of the thumb. 
//- Trigger finger: 

# Stenosing thickening affects the retinacula of the flexor tendons in the pair 
affected finger can be flexed. But on extension the patient feels difficul 
certain angle after which the finger snaps extended like a trigger. 

* Treatment : (5) 

a. Local injection of Hydrocortisone. 

b. Stenosing Retinaculum can be divided surgically. 



1 




Chapter C 8 J 




* Definition : 



An autonomous, excessive , purposeless and pathological proliferation of cells. 
This growth continues indefinitely in the absence of physiological stimuli and 
without regard to its effects on the surrounding tissues . 



* Hlstogenetfc Classification Of Tumors 



dial Tu 



Surface 



Papilloma 

Adenoma 



i 



Carcinoma 
Adenocarcinoma 



*Connecti 




Adipose 
Fibrous 



Bone 

Smooth muscle 

Striated muscle 



* Ncuro-ect 

Nerve celts 
Melanocytes 

Meninges 



Chondroma 

Osteoma 

Leiomyoma 



Ganglioneuroma 
Pigmented naevus 
Meningioma 



Liposarcoma 

Fibrosarcoma 

Chondrosarcoma 

Osteosarcoma 
Leimyosarcoma 







Neuroblastoma 



Malignant melanoma 
N e ur o f i bros 3coma 



* Hemopoietic & 
Lymphoreticular 



*BI 




* Lvmph vessels 



* Germin 




— 



Hemangioma 



Lymphangioma 



Benign Teratoma 



Hydatiform mole 



Leukemias 
Lymphomas 



Hemangiosarcoma 



Lymphangiosarcoma 



Malignant Teratoma 
Seminoma 



choriocacinoma 



* Aetiology of cancer: 



[I] Onchoqenesis : 

Agents that damage genes that i 

(1) Chemical Agents. 

(2) Physical. 

(3) Viruses 

(4) Diet 

(5) Idiopathic 




[II] 



I genes but enhance the growth of Tumour cell 
Oestrogen stimulate growth of cancer Breast 
Androgen stimulate growt 






a. Tobacco smoke ( mainly of cigarettes ) 

e.g cancer lung, esophagus, urinary bladder and pancreas. 

b. Occupational Agents : 

e.g Asbestos— > Mesothelioma of lung with insulation workers. 

- Benzidine — transitional Cell Carcinoma of urinary bladder with petrochemical 

- Diesel exhaust — ^Bronchial Carcinoma with bus-garage worker . 

- Soot — ^Squamous Ceil Carcinoma (skin) with sweepers. 





a. Mech 



tation : 




b. Ionizing radia 





e.g. cancer 



(3) Viruses : 

a. Human papilloma 




Cervix & Anus 




(4) Diet: 



a. p a t > Cancer colon and rectum. 

b. Alcohol ->Caiicer upper digestive tract a 



jid hepatocellular Carcinoma. 



(5) ld|o 




* Cancer development : 



(\)Hyperpla$ia 
{2)Metoplasia 

(3) Dysplasia 

(4) In situ 

(5) Invasion 



: The cells Iook normal but reproduce to too rauc 
: Change of type of epithelium into another type 
: The cells becomes a typical in size & shape. 
: The cells not invade the basement membrane. 
: The cells begain to invade the neighboring lissi 
: The cells tend to reach blood and lymphatics 





* Cancer grading : 

Grading in a measure for lurmor aggression. 

(1) Well differentiated tumors : 

(2) Moderatly differentiated tumors. 

(3) Poorly differentiated tumors : I he most aggression 





* Cancer spread in 






(A) Properties that allow Metastasis : 

I- Defective cell adhesions .-Cancer cells lack of adhesive proteins which bind the 





2- Turner Angiogenesis 



J- Production 



to 

.-Cancer cells access to circulation through newly 
formed capillaries. 

e allowing 




invasion* 



ode of M 



sis : 



1- Local snnead: To neighboring Organs & Tissnes . 

2- Lymphatic spnead: 2 types . 

a- Perrnealjofij Malignant cells invade Lhc endothelium of lymphatics then 

grow inside the lymph vessels, 
b- Embolization ,: Malignant cells carried as an emboli to draining L.Ns. 



3- Blood spread: Malignant cells invade to cappillaries as an emboli lo lung, bone, 

liver & Drain. 



Vonscoelomic spread : Travel along cavities 




: (T.N.M) 



( T) = Extent of lry Tumor in size and depth 
(N) ■ Presence or absence of' L.Ns . 





*r is** 




[Tumors] 



s 





s^ofmalignant tumors : 




eninq : 




certain screening programm 



certain malignant tumour 
re done to detect the 




o Example is to do Soft Tissue Mammography for females who 



[B] Radiological : 





techniques including contrast 




ultrasound & CT 



fC]l Endoscopy 



This 



is 



very useful for diagnosis of most lesions of the respiratory, 




\D) Histology 




fEI Cvtological Examination : 

Fine needle aspiration cytology is now a well established line of investigation 
which is commonly used to diagnose lesions of the Thyroid, Breast ...etc 

rn Tumours Markers : 

Many malignant Tumours secrete certain oncofetal proteins which can be 
established . This may help in the diagnosis of certain tumours 




carcinoma & testicular turner. 




m 




: tatic carcinoma 



® CA 15-3 is raised in carcinoma of the Breast . 
© CA-125 is raised in carcinoma of the Ovaries . 

© CA 19-9 is raised in carcinoma of colon. 

© Thyroglobulin is iaised in carcinoma of thyroid . 




[Tumors] 




* Treatment Of Cancers 



[ Modalities for Treatment of Patient with Cancer ] 




Early (equivalent terms = loco-regional 

• There is one evidence of distant spread . 

• Cure is possible if this local disease is eradicated 

• Treatment is radical, i.e., aims at cure. 




essentially, by loco-regional modalities, i.e., surgery . radiotherapy % 
ion of both . 

iplementary) treatment of systemic modalities such as chemotherapy 
_tc is a hifih nossibilitv of svstemic microscopic spread in distant sites 




incu 




(B) Late (equivalent terms = s 

• There are distant metastases. 
Cure is not possible . 

Treatment aims to palliate of the patient's symptoms so as to provide him with 
reasonable life quality. 

Treatment is also essentially by systemic modalities as chemotherapy and hormones. 
Surgery or radiotherapy is sometimes needed to palliate local symptoms. 




• 



1) Surgery : 

• Primary tumour : Radical surgery aims at excision of the primary tumour with as 

wide a safety margin. 

• Lymph nodes : The treatment of lymph nodes varies from one tumour to another 

(1) G.J. T. malignancies : lymph nodes are routinely resected 

(2) Breast cancers : they are either resected or irradiated 

(3) Head and neck malignancies : the nodes are treated only if they prove to 

contain malignant deposits. * 



• Advantages : Surgical excision is both quick and effective. 

It accounts for the largest number of cures. 



Disadvan 



: Surgery may produce functional and cosmetic di 







• Indications: (l)Cancer of the larynx so as lo preserve the voice. 

(2) Early 1 Iodgkin's disease' early cancer prostate & early cancer breast 

rPowerful X-rays, gamma rays, electrons, or heavy 
directed to the tumour. 

The radiation may be aimed at a tumor from outside the body 
(teletherapy), or it may be delivered by placing radioactive needles at 
the 




[Tumors] 





Advantag es; 

(l)Cujing the cancer without sacrificing the patient's ability to function. 
U) Radiation can destroy microscopic extensions of cancerous tissue around that a 
tumour that a .scalpel might miss. 

is a safer option 





isadvantarres: 



some tumours as squamous ceil carcinoma are sensitive to irradiation 
acienocarinoma is much less sensitive. 

diffi^ associated with burns of the skin or enteritis, which are 

to surgery, radiotherapy is slower as it usually takes 5 to 8 weeks. 






me of treatment of leukaemias. 
(2) Metastases. 

uvant to 




res i 






Ka f7» 

The drugs travel the circulation and can reach malignant cells anwvhere 

in the body. Many malignancies including leukaemias, lymphomas and 

testicular cancer are now successfully treated by new conbinantion of 
chemotherapy. 

:The available chcmotherapetitic drugs often kill many healthy cells 
and thus bring on serious effects, so causes anemia, Ieucopcnia and 
thrombocytopenia. 




^xw 4 «.,.^,i^-uius-r.iijg Hiiu normone-suppiemen 
tumor cells grow, and multiply. Examples are : 

• Anti-estrogen for women with cancer breast 

receptors. 



indrogen for men with cancer p 
xin to suppress TSII for patient 




rate at 




hat is positive for oestrogen 




carcinoma of thyroid. 




"uii-apeimc ine moercuiosis vaccine BCG stimulates the immune system in 

general. 

Specific. This method is still of limited use. 

Administration of Monoclonal antibodies from a single clone of 
lymphocytes thai have been stimulated by a specific protein of the cancer 
cells. 





I of cancer 



(20 Marks) 




*Hs^ ^Typing: 

fihcoDrotcin molecules on the surface of all somatic cells act as "self- markers" which 
responsible for triggering the immune reaction leading to allograft rejection. These 
molecules were originally detected on leukocytes and are therefore, named Human 
leucocyte antigens (HLA). 



These HLA Antigen are genetically controlled by loci on the short arm of chromosome 6. 
This area on chromosome 6 is 







■ 

* P r e^t r£ii sp r mi ta t io ri _Ass esjs ement :(HistocompitabiIity Test) 




To Test the recepient serum for cytotoxic 

antibodies against the donor cells . 



©HLA 




lent tissue to minimize 
later graft rejection . 



* Types of Graft 





© Allograft : same species . 



® Isograft : identical twins. 
® Xenograft : different species 




Autograft 



Isograft 



(D Ll'vinq donor ; only if paired organ or vascularised segmental part like the liver. 

: with Proved Total brain death by :% 

a. Deep coma (No response to external stimuli). 

b. Bilateral dilated fmed pupils . 





d. I nability 




■veil 



in the vital signs for 3 minutes without artificial means. 




* Organ preservation : By ^> 

© Cooling ( surface or perfusion) toi tissue metabolism. 

® Perfusion of a special solution to maintain a normal metabolic 
activity. 

* Immunosuppression : 



(A) Induction 






•MMMMIM 



1 st 2 weeks after Transplantation to prevent 

attacking the transplant by : 

of Corticosteroids . 



© Azathioprine . 

<3> Anti-thymocyte globulin . 

(B) Maintenance Immunosuppression by 



<D Small doses 



<Z> Cyclosporine A. 
O Imuran 




(D High doses of Steroids . 

@ Monoclonal antibodies again T-lymphocytes caning CD3 receptors. 

* Complications of Immunosuppression : 



CD Infection : Bacterial, Viral, or Fungal in U.T., Surgical wounds or Catheters . 
Q) Nephrotoxicity with Cyclosporin A. 




with Imurai 



[Transplantation] 




74 




■ ■ 




(a) The graft Allo-aotigens are shed in a cellular or soluble form to the 

recipient's immune system and are then processed by the 
macrophage and dendritic cells . 

rhl The Initial Recipient's 






er cells produce interleukin 2 (IL-2) which stimulates the 



activation and proliferation of cytotoxic T-lymphocytes. 




ated cytoto 



pb oc vies attack the transplanted tissues 



rectly and cause damage 



antigens 




IILA 



* These 



following 



e , Process by T-helper •» I 
Macrophage S 



terlcukin 2-> 



- * ♦ 



- - ~ - - - — - 



[2] Humoral Mechanism . The present of complement- fixing cytotoxic antibodies 

prior to transplantation, produces hyperacute allograft rejection by attacking 
vascular endothelium in the transplanted organ leading to platelet aggregation 

and thrombosis . 




Type 



2) Acute 



Onset 



Mediators 



Graft appearance 



Immediate Humoral 



First 6 
months 



CcJIular and 
humoral 



Treatment 



Prognoaij 



Anti-rejection Rcversablc 



Variable 



Cellular 



Graft-oedema and 
cortical necrosis 



Shrunken, fibrotic 



immuno- 



suppression 
Resistant 



Bad 



* Diagnosis oLRej'iQtion 



and 



(P Sonar, , . ^ ... 

assess the size and gross morphology of the transplanted org; 

© Functional assessment of the T ransplanted 

^ >tw function test, liver function test . . . etc. 

<2> FctimnHnn nf the level of 

Cytotoxic lymphocytes and antibodies in the recipient serum. 

($) CT . guided bio, _ . . . 

,rgan then histopathologicaJ examinaUon to ensure 

i\f Tf>\f>r.i inn 



• 



[1 i a 1 1 s p I a u f «i thm] 






Organs Transplantation 






[I] Rena l 



tation : 



• 



*indicatfofiS: 

All cases of end-stage renal diseases which may be 
secondary to : 

© Glomerulonephritis (most common cause). 
© Hypertension. 
0) Diabetes. 

© Pyelonephritis. 
© Polycystic disease. 
© Lupus nephritis. 
© Obstructive uropathy. 
<D Congenital nephrotic syndrome. 





kidney is placed in SO extra-peritoneal 
position in the iliac fossa. 

[nastomos is : is performed between the 
renal artery & external iliac artery (end to side 
anastomosis). 

The Venous anastomosis : is performed between the 

renal vein and external iliac vein (end to side 
anastomosis). 

The ureter of grafter kidney is anastomosed to 
urinary bladder. 





★ ComjiUcatjpns : 

© Complications ofimm un osuppression (see before) 

© Recurrence? of original disease in the grafted kidney. 
® Technical complications as vascular occlusion 2 stenosis, urinary leakage, 

ureteric stricture and wound infection. 





* Indicajionj 

♦ 

(1) In children : 

Qirrtem due to biliary atresia, congenital hepatic fibrosis and congenital 
hepatic cirrhosis. 

disease, alpha 1 antitrypsin 




M^MSBSm^L as glycogen storage 
deficiency, galactosemia and histiocytosis. 





(2) In adults : 

Qwhmi ■ Primary and secondary biliary cirrhosis, chronic active hepatitis, 

sclerosing cholangitis and alcoholic cirrhosis (relative indication). 

• MftQhQlk. 1 1 lemochromatosis, Wilson's disease and Budd-Chiari syndrome. 

• ^'^/ W /./c:Fibrolaniellar tumor and primary small intracapsular hepatocellular 

carcinoma on top of liver cirrhosis. The tumor should be localized 

and there should be no evidence of metastases. . 

• The liver of the recipient is removed 
Lhe grafted liver (cadaveric) is placed ii 
same position then. 

The following anastomoses are performed. 

Supra-hepatic & Intra-hepatic I.V.C 



o 

o Portal vein of recipient to donor, 

o Hepatic artery of recipient to donor 

o Common bile duct of recipient to donor 



t£Q,:Nowadqys, segmental liver transplantation 
from living donors are being successfully 
'performed. This will overcome the problem oj 
shortage of available liver donors 



* CoiMicalfons 




Menti ons of Immune suppression (as before) 

ginal disease of grafted liver. 

: as vascular occlusion or stenosis, bleeding, bile duct 
leakage and/or stenosis. 





★indication 



Type 1 insulin dependent diabetes mellitus with renal failure, so 

(renal & pancreatic 





★lejjnnicalcgjnJdjrjHojis.: 

Whole or segmental pancreatic transplantation is performed with venous 
anastomosis to portal or systemic venous circulation. 

* CormJUcations.. 

(D CMnnlications of Immune suppression (as before) 



♦ 
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Chapter C 9 1 
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Development Of The Female Breast 



• 1 



UOuj 



which extends 



between the anterior pectoral fold & the groin. 

disappears all through except in 
front of chest where solid columns of epithelia 

Canalized Milk duc t. 



.4+ Milk Line 



Anatom 



Female Breast 



* Extant 




Above 



rib. 




rA^rib. 

Medially : AJ lat- Border of sternui 

ant Axillary Line. 



N.B. : Axilla 



Tail of Spence : (?* rib) 



It is prolongation from upper outer part 
of gland up to axilla it consider the 
only part which is deep to pectoral 
fascia through Foramen of Langer 



* Areas : 



Area 



Upper Inner quadrant 
Upper outer quadrant 



Lower inner quadrant. 
Lower outer 





Architecture 



Rreast consists of many yjDuies wnicu i 

aggregated •¥ ( 1 5-20) Lobes which arrange 
in radiating manner -> Single duct ■> Nlfipje 
It is attached to underlying fascia by band o 
fibrous tissue [finaaa's Ligament ]. This 
ligament can be invol 
lesions leading to skin 





* Muscle Floor : 

It lies on 3 Muscles 

• Pectoralis Major Muscle. 

• Serratus Anterior Muscle (Inf. Lateral) 
. Externa] Oblique Muscle (Inf. Medial) 



Axil 
Line 



II 1 



Foramen 
of Langer. 

Lateral border of 
the Sternum 



6%b 



Lactiterous duct 



v 



Cooper's Ligaments 
Deep fascia 



Pectoralis Major] 
Muscle 



Serratus — 
Anterior 

Muscle 



■ 



Rectus 
abdominis. 



External ftblique Muscle 







® (Arterial Supply) 



Axilla 



-> Lat. 





2,3,4 perforators 



Ven ous Drainage 

Axillary vein. 
Infernal Mammary vein. 

Iniercostal veins (which drained into 
Azygoze which communicates valvcless 





(re)* Lymphatic drainage : 

^^^p PVi^^B ^^^^IB fBB^B ^^^^^^ ^^^^^^ ^^^^^ ^^^^^^ ^ 

Classic Descripiifla : 



[A| Parenchyma : 

Subareolar plexus ofsappey : 

For nipple & areola to. djajns.W. d«Cf> plexus. 
<£> Zte«?/> plexus (over pectoralis) 

For subareolar plexus & deep part of the gland the.R.drai 
L.Ns & Internal mammary through the pectoralis muscles. 




IB). I 



m [) L>? ti_cs_of_slun : 

~0 The'outer pait of skin over gland to Axillary L.Ns. 
<2> The inner part of skin over gland to Internal mammary 
<3> The upper part of skin over gland to supraclavicular L. 





tics drain through axillary L.Ns -» internal mammary L.Ns -> supra 



L.Ns. 



Q ( Axillary L.Ns ) (75%) 




[If The (Ant.) Pectoral group : * 

> £i£§ ! Under cover the pectoralis major. 

> Drains : * Chest wall. 

♦ Whole breast except Tail. 

♦ Ant. Abdominal wall above umbilicus. 
[2f The (Post) Subscapular group : 

> Sitfi • Along post, axillary fold. 

> prains : ♦ Axillary tail. 

♦ Post , abdominal wall jtims. umbilicus. 

[3 J The lateral (Humeral) ero 

> Site : Along upper part of humerus. 
>£M:AI1 the upper limb. 




< 



[The Breast) 




[41 The central xrou 



> Site : Central part of Axilla. 

[S] The Apical group : 

> Sils : Extreme apex of Axilla. 




® (Other Associated LNsj (25%) 

flf Internal Mammary LNs . Drain Axillary L.Ns. 
[21 Supra-clavicular. LNs. Drain Internal Mammary L.Ns. 
131 Inter pectoral LNs of Ro\ZX Between 2 pectoral muscles. 
14 J Posterior Intercostal LNs Along Neck of ribs & have a minor share 



] Lymphatics drains Through axillary 
(75%) -> Internal mammary L.Ns -> 

clavicular L.Ns 



Connection o: 
inner quadrant cf the 



of the lower 

with the 



In 




is sheath spread to 



a tics piercg re 

Liver leading to liver nodules. Then through 
(falciform ligament) 4 umbilical nodules 
(Josef sister's nodules). 

N,B- : Some malignant cells will lead to malignant 
Ascites, Krukneberg's tumor and malignant 
nodules in the dauglas pouch. 




[3] From jir ofinofitic point of view . Axillary L.Ns are 

Pectoralis minor muscle into 3 levels 

• level I L.Ns below the muscle 

• Level II L.Ns behind die muscle 

• Level III -> L.Ns above the muscle 








© Amazia; . Absence of breast (Unilateral or Bilateral). 
<2> Polymazia^ Accessory breast along milk Line. 

(3) Micromazia : Small breast •> Treated by : [Augmentation Mamoplasty], 

® Macromazia : (Diffuse Hypertrophy of the breast) 






[TTic Breaat] 




B- The Nippffl : 



CD Athelia : Absence of nipple (very rare). 
© Polythelia : Accessory nipple along milk line 
Q) Congenital Retraction of the Nipple : -> 

It must be differentiated from Acquired Retraction of the *i> 




■ I - 



i~£&:m% 



Retrktiopvi- ^Acquir, 



smm 



■ 



b'jngg birth. 



♦ Bilateral. 



Unilateral 



mass 



♦ Absent 



♦ Presen ce of 

♦ Present 




atment of congenital nipple retraction : 

Q) Frequent digital drawing of the nipple. 

© Ashford's operation : 

Purse string suture around the Nip 




fCauses of Acquired nj 

(D Mammary Duct Ectasia. 
<2) Chronic Breast Abscess. 
<2> Carcinoma of the Breast. 






Traumatic Diseases 





: (Very rar e) 



• Jt may follow a blow -> Death of some Fat cells Libration of fatty acids 
which combine with calcium from local tissue fluid -3 

&LJL : Other causes of Traumatic fat necro sis : 

Djrect Trauma e.g. Needle biopsy 
or IMirect trauma e.g. sudden contraction of pectoralis. 

: » Cxsl containing 'Thick Oily Fluid". 

• Hard dims If we Do biopsy the cut section will show 



ExcisionaJ 






Trauma -> Blood 



■ Fibrosis -> Hard mass. 

■ Treatment : ExcisionaJ biopsy. 

[3] Traumatic mast/tig j e.g. ill fit braces. 






: From bad hygiene or from baby's mouth 



S : Due to incision or injury of milk duct or nipt 
.Treated, by. fistulectomy. 




[If j4cute Lactational Mastitis & A 




Mastitis from milk eugorgeuie 
* Incidence : l a month of 1 st lactation. 



* Clinical Picture : 





figflfiCflf : To.xic symptoms [Fever, Hea 




l^Cfl/ : Dull aching pain. 




s : • Diffuse Tense & Tender. 

■ ■ ■ ■ 

signs of inflammation, i.e. No Hotness or Redness. 

• mo. AxinaryL.Ns. 




* £. a i e Iflf Neglected] ^ . 

Acute Bacterial 

Acute Bacterial Mastitis 




* Inddenca 



* Aetiology : 



1 * month of l 5t lactation i.e. Fate from milk engorgement. 
Or when baby is at 6 Months, i.e. Development of Incisors 



're disposing fac< 



• Mastitis from milk engorgement. 

• ^ brasions of nipple e.g Cracks or Fissures, 

• Lack of breast hygiene. 




" Onanism ; Staphylococcus aureus (Gnu 

■ Route of entery : Organism from hahy's Mouth , 

Much less common (Blood born infe ction). 
• Pathology : Milk engorgement* Staph. Infection Diffuse 

Mastitis -> Pus i.e. Acute Breast abscess. 

' S vmptoms : • general ; T.pxic symptoms [Fever, Headache, Malaise & Anorexia]. 




Local : Dull aching pain but Gets worse . 



(AgxAb)) 



■ Sims : ♦ Diffuse Tense & Tender. 

• Physical signs of inflammation. e.g. Redness & Hotness of Skin. 

• Axillary L.Ns : Finn & Tender 




* FatO l/Jf Neglected] % 




/ 



i / 



Acute Breast Abscess 



* Clinical Picture : 




; Toxic symptoms [FJI.MA.]. 

(Tever, Headache, Maiaise & Anorexia). 





Ijxnl Throbbing pain which more at night 





: • Localized Tense & Tender. 

» Physical signs of inflammation, 
e.g. Redness & Hotness of Skin. 

• Axillary LNs : Firm & Tender (Non specific^ 

• Purulent discharge 

9 Pitting oedema of skin overlying the abscess. 




History 



© Surgeons not wait for : 
© J.ypes of B 




[A] Supra (pre) mammary abscess : just under skin 

[B] Intra-mammury abscess : inside breast tissue. 

[C] Retro (post) mammary abscess : between breast 

tissues & chest wall 








d • Acute onset & 



progressive course 







High grade fever. 





Sector of breast. 
Firey red 

M arkedly tender. 
Firm & Tender, 



Gradull onset & Slowly 
progressive course. 
Tx>w grade fever. 



>l/3 of breast. 
Dusky r ed. 



Mild tender. 

Hard & Not Tender 



Cured or form abscess 



No response during 1 
week -> Biopsy . 



[The BreMt] 




Trea 



Acute Lactational Mastitis 
Breast ADsces 




Prophylactic treatment 



(T| C prrcct Hygiene of breast during lactation. 

Qj) jf Njgpje Ci acked s 

(D Stop Lactation & Elevalc Breast by Braces. 

© Wash with Boric lotion + Pajni the nipple with Tine. Benzoic Compound 
a A ntibiotics . 





Active treatment 

Milk 



Bacterial Mastitis 




eme 

Suppuration. [No Abscess] 
® Local Heat "Hot application". 
Support he Breast "strapping". 

Ail Anribiotic against staphylococci e.g. Flucloxaclttin or Cephalosporin 





The agent in common use is 
" PARLO DEL" 2.5 mg rwice/day. 
Continue feeding with healthy breast & regular 
evacuation of diseased one by using a Pujpjg. 





Ab scess 



i.e. After suppuration I Don'i wait for fluctuation ] 






1 anaesthesia. 



Incision : 



: Incision & drainage according to type of abscess : 

Q) Supra (pre) mammary abscess : 




Incision any where. 

0 Intro-mammary abscess : it may be ^ 

a. Radial : Radiating from areolar-*. 

Circura-areolar : at margin of areola. n 
Incision at skin V [ then radial incision is \ S J 
done at breast tissues. So more cosmotic-Ji* — S 




id 



Counter incision : 

If the abscess at upper 1/2, so a 2 ~ incision 
is done opposite 1 st one & dependent. 

ro (post) mammary abscess : 
Incision in sub-mammary fold. 






: CD The surgeon's linger breaks all loculi to form single cavity 
(2) Pus evacuation for culture & sensitivity. 
® Dram is brought out through die most dependent part. 




CD Infected Ilaematoma. 
© Infected Tumors. 

<3> Mastitis from local irritation, e.g. Ill fining braces, i.e. Traumatic mastitis. 
® Mastitis Neonatorum (Female and Male). 

It is due to retention of mother hormones i.e. (maternal prolactine) which 
stimulate laction in infant. 

• C/P : Swollen breasts on 3 rd , 4 th day with few drops of milk (witch's milk). 

• It subside 2-3 weeks. 

© Mastitis of Mumps (usually uni & common with female). 

<D Mastitis of nube 

affects adolescent bovs -» pain + swelling of breast, 
becomes indurated but (Suppuration Never occur). 

The condition subsided in 2-3 weeks. 



f 







4 





«mh : Dilatation 




* Aetiology 8 Unknown. 




B Chronic inflammation of duct system leads to Dilatation of major ducts 

which arc • Filled by : Creamy secretions. 

(Atrophic epithelium + Fatty material). 
■ounded bv : Plasma cells 



So (Called Plasma Cell Mastitis). 



* Clinical Picfaar* : 





: Around or After menopause. 

; Hard mass, may associated with 4 Retraction of nipple, peau d'Orange 
Sfl Similar to cancer breast 

• Discharge : Green paste discharge. 
* Troatwient : Excision & Biopsy (To exclude malignancy). 



t • 9 



etc 




* Definition : Fate of Improper treatment of Acute Abscess. 

* Aetiology : Prolonged use of Aritibiotics^Killiiig of bacteria-* Sterile pus-> fllltflllcmi 

: • Cavity : Containing sterile pus 
• Wall : Thick fibrous wall. 





* PHntoal Plcturs 



History of (Acute Abscess) 
Mass -> Har d mass, 




with Re 




peau 



d'orange ...elc. 




* P_D 





Chronic Abscess 


Cancer Breast 


• Toxaemia. 


• Low grade fever. 


• Absent 


• Post-surface. 


• Rounded. 


o Flat. 


• History of AB 


• +ve 


• -ve 


• Pagct's test 


• may +ve 


• -ve 



★Ireatmenfc Excision & Biopsy 




Specific 






* Definition s 

A Rare di 

* AetlolojH.: 

Tubercle Bacilli (T.B.). 

* Pathology : 

T.B. Granuloma. 

* PlinicaJ Picture s 

■ History W (Night sweat, Night fever, Loss of weight & Loss of appetite) 

■ Mass : Multiple nodules of the Breast. 

■ Axillary I. Ns : Enlarged & matted 

* Treatment.- Ami t.b. drugs + 




for Resistant cases. 




[B] sa^uua: 

♦ It may be IryS : Chancer in nipple & areola from $ child {the chancer is 

painless indurated). 

2ry $ 2 Condyloma in submammary fold + generalized lymphadcnopathy 
3rv $ : (Rare) with gumma at skin + No L.Ns enlargement. 

♦ Ir.eAtro.ent : 




Mondor's disease 

* Definition : It is a thrombophlebitis of superficial veins the breast. 

* AejIOlOJU : Unknown. 

* P JL: From occult carcinoma. 

* Irjatrneat. s 

Rest of arm (to restrict movement) the condition usually subside 




• 




Breast 






■ Mammary Dysplasia. 

■ Flbroaitonosta. 

■ Mastopathy. 

[Aberration of formal Development & Involution]. 

* Incidence) : 

mmm —mm mmm m9M 

This is The Most frequent disorder of the breast The upp& t outer quadrant 

of the breast is the commonest site of affection. 




but may be due to Oversensitivity of oestrogenic receptors, 
i.e. 




* Pctfat>8ogy : 




[An I mage of pathological action of Oestrogen on Breast] 

: • SUe i Localized or Diffuse. 
* Side : Unilateral or Bilateral 

Microscopic picture : \Panplasia] 

• Adenosis : t Number of acini. 

• Ep it heliosis : Hyperplasia of epithelial 




lining the ducts Atypical 
Hyperplasia Pre-cancerous. 





brous tissue replaces the fat & the 

elastic tissues, i.e. Scleroses Adenosis 



N.B. : Fibroadenoma : 

It is a localized form of Adenosis 
and 



Cyst Formation : 
Microc\ 




Adenosis 




( Panplasla ) 





of Bloudeood 




* Clinical Picture : [May bo As 

• Ave i After puberty or befog menopause 



Symptoms ; • gain : Dullache. t before. I after meases. 



N.B. : ® This pain stop with pregnancy 

@ If pain marked called MASTALGIA 

nischg n> s : Serous, Green or Dark, 
Mass s a. Painiul and Fixed to breast tissues. 

b. Away from Areola (V. Important for 

(D.D. from Duct nanillomai 1 / 




Preqst : a. Tender & Finn or Fine nodytesbyXiBa of fingers--* 

b. Discharge : By patient herself. 

: Away form the Areola. 




^adenosis* 




The mass miiy De ixreanzc o or uinusco or 
because of changes in (Estrogen Receptors') 



vesrigatio 




enlargement 



chemical 



armal hypersecretions 
epithelium 






to Exclude cancer]. 

■ U/S & Soft Tissue Mammography 

■ Aspiration + Cytology. 

■ Biopsy + Histopathology. 

Treatment : 

mm mmmm 

(A) Medical 




ce of the patient 

Advice patient To stop caffeine & taken (NSAID) as analgesic 



Tranquilizers 



Support the Breast 




decrease pain 



Par la 



twice 



mthetic androgen) : 100 mg twice per/day 
(Anti-aestrogen) : 10 mg once daily. 



(B) S urgical ttt ,, 

Indicated with localized mass. Sfijfc * [Excision * Biopsy], 



(C) Follow up. wi 



th ! ArwIcilHyperpllril; (Monthly Self examination). 




gfe B ein gn : * Epithelial : Duct Papilloma. 

♦ Mixed : (Epithelial and Fibrous Tissue) Fibroadenoma. 



* Incidence: Common at 30 - 40 years. 

* Aetiology : 

[Denign Tumor of Epithelial Cells] it may be 

• From the start i.e. De Novo. 
Or • Oo top of Excessive loclaization of 




* Pathology : 



Picture : Usually single and Arises from the main 

lactiferous duct near nipple 

Core of very vascular C.T covered by 

LC 






* Clinical Picture: 




■ Age : 30 - 40 years. 

■ SvmDtomS : • Dleeding per nipple 

• Retrwarcolar mass 





i.e Retention cyst 
Retroareolar mass V. irnportai 

[ T)T> from Fibroadcnosisl 

Localize the duct by palpation of 

each quadrant 





Malignanj Transformation i.e. Duct Carcinoma. 





t 




* investigations : 



Duc toaraph 

u agaaate fdlinc defect in major duct. 

Treatment 3 MtTir^" nhftCtQmv 






Excision of the affected duct through circujn. : 
• Yf there is a lump, the excision is easy. 
. if there is no lump, the duct is identified by msert.ng a b un Needle through 
lie discharging nipple .fmaUv. the spicemen should be h.stohg.caly examined 






noma 



* I »c I den co : Commonest breast mass of youriR fe 






Fibroadenoma 




* Aetiology : 

of Epithelial cells + Fibrous tissue] It may be 

♦ From the start i.e. De Novo. 
Or • On top of Excessive loclakation o f Adenosis & Fibrosis 

Fibroadenosis. 




* Pathology c 





The Tumor is fWell Calculated 

ule : Showing fibrojij. band 

dividing it into lobules 
le: Formed of compressed 
breast tissues. 




■ Th ere are 2 T 



N/E Picture 



After* 



.r * • 



- • 




Attached to it's capsule by 
pedicle. 



Ducts surrounded by 



Rounded 
Glands 



■7i 



Attached to it's capsule by 
multip le pedicles; 



by F,T« 

Compressed 

Glands 



Slit like 
lumei 



* Cllnlcftl Pictur© : 



■ Age 


20-30 years 


■c/o 


• ffard & Painless mass. 

• Slow Rate of growth 

i.e.malignancy is Rare. 


■ Exam; 

• 


• Hard & not tender. 

• Well defined edge. 

• Mnhilft (Breast Mouse) 
. No L.Ns ErdarRcment 



ears 

on and Painless mass. 
• Rapid Rate of growth 

i.e.malignancy is Common 

Soft & not tender. 



* Complication* : 



Cvstagarcoma P h vllolflee : 

(Serocystic disease of Brodic) 

cellular type of fibroadenoma 
that tends to grows rapidly & > 40 years 
Exam. : 



♦ It is Giant Soft Fibroadenoma. 

♦ Ulcerate through skin but not * 

♦ No Axillary L.Ns Except if inf 

Treatment : Simple Mastectom 



I Cystasarcoma Phylloides) 



* Investigation* : 



Soft Tissue Mammography 



* Treatment : 



■ Hard Fibroadenoma (Pericanalicular) : Excision & Biopsy. 

■ Soft Fibroadenoma (Intracanalicular) : • /[small: Excision & Biopsy 

• If fargg : Simple Mastectomy 



Carcinoma of the Breast 



Incidence' J 35% of Total malignancies of Egyptian Females 




Oncer 



A etiology j IRisk Factors ] 

1 . Early menarche < (1 2 - 1 5) years. 

2. Delayed menopause > 50 years. 

3. Female get 1 st pregnant > 30 years. 

4. Female with cancer to near relatives . 

5. Female with cancer to one breast 

6. Female with history of benign lesion . 

7. Relations to prolonged use of oral contraceptive pills . 

8. Relations to Atypical Hyperplasia of fibrodenosis, duct papilloma or 
papillary cystadenoma.* 

9. Relation to cancers as Cancer Colon & Endometrium . 

*J ■ ■ — m^^^^m^^^^— ■ — ■■■■ — ■— ■— mm 

10. Female Unmarried . 

1 1 . Female married but Nullipara . 

12. Female married, multipara but Nun lactafing. 

13. Exposure to Irradiation . 

14. Carcinogenic drugs as Reserpin (t prolactine level). 

1 5. Race : 4 in Japanese & Chinese. 

T in USA & Furope. 

16. Dietary oil & fat. 

1 7. Obesity as adipose tissue converts steroid hormones to oestrogen. 

1 8. B ittner Milk Factor "> In (Mice) only 
Bittner says thai there's onchogenic virus transmitted through milk from 
mother to her babies. 



[Tbe Breast] 




Paget's Disease of the Nipple 



* incidence 



\% with female > 40 years. 



* Definition : 



Malign ant Erosion of nipple & areola followed by carcinoma after 1 -2 years. 



* Aetiology l 



In traductal carcinoma Spread H> Nipple Malignant Eczema. 



* Pathology : 



N/E Picture : [Malignant Eczema] 

Unilateral with well defined margin. 
Microscopic picture : <D Round cell Infiltration [Dermis]. 

<Z> Hyperplasia [AH Epidermis J. 

<3> Paget's Cells peep Epidermis] 

'' Large. r "'" . 

• Dark multinucleated. 




* Clinical Picture : 

2 Types may be present 

CD Ulcerative Type. 
Q> Eczematous Type. 



Vacuolated due to hydropic degeneration 



* D.O» : 



Pa ucf 's Disease 
(Malignant Eczema) 

Old Female 

♦ Unilateral. 

♦ Erosion. 

♦ No (Itching and Oozing). 

♦ Associated with 
carcinoma. 

♦ Not respond to Eczematous 



* Staging: 



Dermatitis 
(Ordinary Eczema) 

Young female. 

♦ Bilateral. 

♦ £J£ Erosion. 

♦ Itching & Oozing. 

♦ Associated with 
Breast abscess. 

♦ Respond to Eczematous 

ttt 



Paget's disease alone = (Stage I) 



* Treatment : 



Radical Mastectomy (considered stage I) 
ft.B, : Paget's disease Radioresistant . 



* Prognosis : 



Paget's disease alone = Good prognosis 
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Spread ) © Direct : |Skin, Underlying muscle & Chest wall]. 

0 Blood : [Liver, Bone, Lung & Brain]. 



(2> L ymphafic % 



Ill 



icationl , 



A Through axillary L.Ns (75%) ■> Internal 
mammary L.Ns -> Supra-clavicular L.Ns. 

A Don't Forget 




Connection of the lymphatics of the lower 
finer Quadrant of the breast with tin 



L ymphatics pierce rectus sheath spread to 
Liver leading to liver nodules. Then through 
(falciform ligament) -> umbilical nodules 
(Josef sister's nodules). 

NJL: Some malignant cells will lead to malignant 
Ascites, Kmkneberg's tumor and malignant 
nodules in the dauglas pouch. 





2ries of the liver 



Falciform Ligament 



Umbilical skin nodules 

V j Vz^r' V** Malignant Ascites. 

^7 C f | — ' K^rterg's tumor. 

— • Malignant Nodules. 





Staging 



lU TNM Staging 



T = Tumor 

Tis m Ca in situ or Paget's 

without mass. 
TO m No evidence of 1 ry tumour. 
77 -< 2cm. 
72 - 2-5cm. 
T3 = >5 cm. 

7V- Anv size with direct extension to 

Chest wall or skin. 



N = Nodes 



No palpable L.Ns. 
Mobile Axillary L.Ns 
Fixed Axillary L.Ns. 
Palpable homolateral 
Supraclavicular L.Ns. 



M = Metastasis 



No dista nt metastasis 
Distant metastasis. 



So : Correlations of stage & TNM 

Staging; 

- Stage Tis (in situ) Tis, No, Mo 

-Stage I Ti,N 0 ,M 0 

-Siageli Tl,Ni,Mo 

T2, No/Ni,Mo 

- Stage 111A ~ T1/T2/T3, N2, M 0 

T 3 .No/N]/N2,Mo 
• Stage IUB Any T wilh N3, M 0 

T4, any N, M 0 

- Stage IV . Any T, any N with Mi 

ne surgeons consider T4 or N J (ie. stage IUB) as stage IV. 



No 
N, 



N 



N 



T, 



T 2 



T 
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HO Mancheste r C, 




ationp 



Tumor 



Axillary L.Ns 



Metastasis 



Stage I 



♦ Mobile breast mass. 



♦ NO 



St age II 



♦ Mobile breast mass. 



Mobi l e CAt same side). 



♦ NO 



Stage III 



♦ Skin involvement. 

♦ Pectoralis muscles involved. 

♦ No Chest wall involvement. 



♦ Fixed (At same side). 

♦ + Supraclavicular 

L.Ns 



Stage IV ♦ Skin involved 



e.g. Cancer en curirasse 

♦ Pectoralis muscles involved. 

♦ Chest wall involved 



♦ Involved at opposite 
side of Axilla. • 



Metastasis 
Mainly Bone 



N.B, : Stage I & II are operable. 

But Stage III & IV arc Inoperable. 





® { Clinical Picture 



Aee : Commonly at 40 - 60 years + Risk factors. 
Symptoms : [A] General symptoms : 

(May be the 1 st presentation) i.e. Occult carcinoma. 

» Lune : Chest pain, Cough, Dyspnea & Haemoptsis. 
■ Bone : Mass in skull, Backache & Pathological fracture. 



■ IJvgL : at hypochondriiun & Jaundice. 

■ pfain : Extremely rare . 



[B] 



Painless mass, Discovered accidentally . 

■ Rapid Rate of growth. 

■ Discharge : © Blood If Duct Carcinoma. 

© Necrotic crystals If Degenerating Carcinoma 

Siens : [A] General signs : 

♦ To detect Metastasis (Liver, bone, PR, PV & ... etc). 

fBI Local signs : 



(I) Sim 



mass 



ireumscribed edge (Hard mass inside Soft breast) 
I at under surface (local spread Ant > PosL). 



skin & ± Chest wall 



(2) L.Ns : [Hard, Enlarged, if mobile then fixed] 

(3) Bmsi : gkin Manifestations 

CD Dimo tine A Puckering : 
♦ Due to Contracture of Cooi 



J s ligament 



(7) Ni p pl* Retraction & Deviation : 

.scessivc fibrosis fNot pat 




g oedema] 

n press ion of Iymphati 

[Not pathognomonic 




It may be near or U 
from tumor e.g. Around umbilicus. 

O Cancer en cuirasse : [Advanced stage] 
♦ It means Hard, Thick Skin, Metalic brown & 
Stretched as rWar-Shieldl . 

© Ulceration & Fun cation : 

Raised everted edge with necrotic floor. 

See before 

® Mastitis carcinomatosa . Scc bcforc 
® Dilated veins over the skin of the breast. 




Differential Diagnosis 




cwsllififije 




■ Carcinoma. 

■ Duct Ectazia. (Characterized by) % 

{History of Green paste discharge]. 

■ Chronic Breast Abscess (Characterized by) ^ 

fHistorv of Acute Abscess or A.B intake]. 



fP1 pp from Bfrody Discharge : 

• Duct carcinoma 

• Duct papilloma (Characterized by) 

[The mass is Retroareolarl . 



m Hard Ma^ : 




Carcinoma . 

Duct Ectazia 
Chronic Breast Absces* 
Traumatic {Char acterize d by) ^ 

[History of Trauma]. 
Hard Fibroadenoma (Characterized by) ^ 

TMohile i.e. Breast Mouse + No Axillary 




Investigation 
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[A] Soft tissue mammography : 

♦ Cancer appears as A dense opacity . 





NJB- : Mammography is of less value with young fern a. 

Because of similarity of lesion to the dense breast. 




[I 



0 Ordinary plain x-ray for breast. 

© ftcrora diograhv : (more clear & easy to read) the image is 

recorded on selenium plate. 

© Screening for high risk group. 

© Search for occult cancer in female with metastatic disease. 
© Evaluate non palpable breast lump. 
® Evaluate o pposite breast with cancer another breast. 

© Microcalcification (Stipling sign) 

© Irregular outlines from irregular spicules penetrate surrounding breast. 
<3> Increase vascularity of the breast. ® Nipple retraction. 

] U ltrasonography : 

♦ It can differentiate solid from cystic mass. 

♦ It is useful in young women whom mammography not helpful 




[C] Diag nostic ptPjc^uiesiBigPLSY) : 

. ♦ E&tiw.QX\.hLQP.$y..> (the most reliable) but under general anaesthesia. 

♦ ft>«Z£n.^fif.t).QA.^i.QP.5y : Diagnosed within 20min while patient under anaesthesia 

(if +ve -> radical mastectomy). 

♦ T.rU7fiHX.l>i.QJR$X' Under local anaesthesia by a special needle cuts a core of tumor 

tissue. It's disadvantages are : 

© Take a false tissue. © May disseminate malignancy. 

© Advantages : 90% accurate, very simple & inexpensive. 
© Disadvantages : A skilled cytologist is needed. 

[D] MR1 of the breast . 

♦ It can detect recurrent mass & Gold standard of women with synthetic implant 

[EJ Thermography . 

♦ The skin over the tumor is warmer than surrounding due to high vascularity so 

we can record it by infra-red camera bunt is not sensitive as not all tumors . 

[F] Deles 

♦ Lung plain x-ray. 

♦ Brain 4 CT scan & MRI. 

♦ Liver -> U/S & liver function test. 

♦ Bone -> bone scan. 






tion of turpor markers : 



♦ CA 75-i : Cancer Antigen. (Prognostic rather than diagnostic) 
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* Early detention : 

• This aims at the detection of breast cancer very early in the asymptomatic females. 

• There are two main methods for early detection of breast cancer: 

[1] Breast self examination (BSE) 

• All woman over age 20 should be advised to examine their breasts monthly. 

• The physician instruct the women as how to conduct a systematic inspection and 
palpation. 

• The woman suspects the presences of a lump, skin dimpling, or nipple retraction . 




[2] Screening programs : 

In some Western countries high risk 
examination and mammography. The frequency 
years, depending on the program 



women are subjected to regular clinical 
nf examination is cverv one. two, or three 













Early breast cancer 


Advanced breast cancer 


* Definition 


T2 N1 MO or less 


-More than T2N1 Mo 




Or 

Manchester stage I or II 


Or 

Manchester stage III or IV 


• Synonyms 


- potentially curable breast cancer 


- Incurable breast cancer 


•Aim 


- Cure 


- Palliation 


• Disease status 


- local disease +_micro 
metastases 


- systemic disease " 


* primary treatment 


- Surgery ^Radiotherapy 
i.e., local treatment 


- Chemotherapy and Endocrine 
therapy 

i.e.. systemic treatment 


* Adjuvant treatment 


- Anti-oestrogen 

- Chemotherapy if axillary nodes 
show malignant deposits 


- Surgery and chemotherapy 
have limited role for local 
control of disease 
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<§> (Treatment 



[A] Operable fCnrly} ^ r iy t 2 , N,, Mo 



Z>j0S?r«f/ f urgicat options + Adjuvant systemic therapy if+ve Axillary LNs 





& StageJ : Modified Pa ley's Mastectomy + Follow up ^> 



> Follow up : 



■ 4 m t0 defect : <D Local Recurrence or Metastasis. 

<2> Any post-operative complications. 
• lime After ttt Then Every 3 month at 1»2 years 

IhSR Every 4 months/N ext 3 y ears Then yearly 




* .ft ggr//: Modified Patey's Ma stectomy-!- Adjuvant systemic therapy ^ 

> Radiotherapy j To [4 local recurrence] 

7b : © Mediastinal region for internal mammary L.Ns. 

© Supraclavic ular region for supraclavicular L.Ns. 

> Chemotherapy : To [4- late blood bom metastasis] 

By: © £MF : Cyclophosphamid, Methotrexate & 5 flurouracij 
® Adriam vein. 

huiicutedjwith £R -ve female 



Hormonal : to [4- growth of rumor] 
By : Tamoxifen or progestine 
In dicated w ith FR + ve female. 





Surgical Operations 




£//t*7'J or r7>fff 7? operation • 



(AJ \ QUAftT\ £iiadrentectomy + Axillary L.Ns. removal + Radiotherapy 
|BJ [TART] Tumorectomy + Axillary L.Ns. removal + 





It is suitable for ; © Small masses < 4 cm 

@ Big Breast 
<3> Well Differentiated tu 
® Young Female 

iastectomv of (Hals ted) • 



nour 



Removal of © Elliptical part of skin with nipple & Areola 

<Z> Whole Breast Tumor 
CD 2 Pectoralis muscles. 

® All Axillary L.Ns & fat Mediai to Axillary vein 



[Hie Breast J 





Preservation of 

(D Axillary vessels 
© Cephalic vein 



G> N. to Serratus Anterior 
® N. to Latissmus Dorsi. 



3j| Modified Radical Mastectomy of (Patey) (Most Widely A ccepted) 

®The operation differs from Halsccd radical mastectomy in preserving the pcctoralis 
major muscle . The pectoralis minor is either removed or its insertion cut. 




Extended Radical Mastectomy (Not done Nowadays). 
8 Radical Mastectomy + Removal of Internal Mammary L.Ns. f through sternotomy, 

IT] MC-Whirter Technique : 



® Simple mastectomy + post-operative radiotherapy for axillary L.Ns, 
supraclavicular L.Ns & Internal mammary L.Ns. 



: Q> Po 





[I) Haeniatoma or wound infection. 

[II] Oedema of upper limb : 

■ Jfarfo.viXtin&adfimik (within few days) due to removal 

of excess lymphatics. 

■ h^MAJ^iM^^^ (within few months) due to : 

d) Recurrency of axillary' L.Ns. 

CD Arm infection. 

® Axillary radiotherapy. 

Hill Bridle scar : 

Limitation of abduction. 



N.B. O Breast 



By : CD Silicone prothesis. 

Or © Myocutaneous flap as rectus abdominis 

or latissimus dorsi flap. 



[B] Inoperab l eJAdva 



A Staee III 





lAJtfs>T 2% NuMo 



LccaU^fThe Main) 

• Radiotherap y : To (D Mediastinum 

O Supraclavicular region 
<3> Axilla 

♦ Surzical indication [for Fungating mass] 



Through Palliative Simple Mastectomy (Toilet Mastectomy) 




♦ Chemotherapy through (CMF & Adriamycin) 

- (6 cycles) for (6 months) 

Indicated especially : (D Rapidly progressive disease. 

© Failure of hormonal treatment. 



♦ Endocrinol ttt 



> 60% cancer 



oestrogen 



> 



~ ~ (ER +ve) which become : 
More active in presence of this Hormone 
Less active in absence of this Hormone 
mporary response for anti-oestrogen after \ 
occur especially with Post-menopausal 
female or ER -* ve. 



Endocrinol ttt as ; 

• Tamoxifen (Nolvadex) : I st line of ttt. 

• Progestins : 2 nd line of ttt if relapsed after Tamoxifen 

• Ovariectomy : as an alternative to getride of oestrogen source in 

premenopausal female. 

• Aminoglutathemide : drug producing suppression. For adrenal cortex 
i.e. I oestrogen (if the patient develops relapse after ovariectomy). 



Hydrocortisone must be given with Aminogiutathcrni 



Stage IV : fH Local ttt 



♦ Radiotherapy for painful bony deposities 

♦ Surgical through % 

• Exci sion of skin nodules. 

• Internal fixation for pathological fracture. 

f21 Svs ^mic ttt (The Main) 

♦ Chemotherapy through (D CMF. 

© Adriamycin. 

♦ Endocrinol ttt (As above) 

[3] ttfcgfjn etagtagis : 

♦ Liver metastasis : Chemotherapy. 

♦ Brain metastasis : Radiotherapy + Corticosteroids (I Intra- 

cranial tension) 

♦ Lune metastasis : (Pleural effusion) Chest tube + Cytotoxic 

Bleomycine through it. i.e. Pleurodesis. 

♦ Bone metastasis : Radiotherapy + Internal fixation. 




N.B- O DD of Associated* Axillary Mass : 




.B. <D New concept : 

Cancer Breast is a systemic disease from the start at it spread 
So Early by blood micro-metastasis. 

So Immuno-Uierapy is (under trial) 



[1] From contents : 

EnJ.?r.£?.4^ Enlarged tail of breast, Axillary 

artery aneurysm, Axillary vein thrombosis, Nerve tumor or Cystic 

hygroma. 

12} From skin and SC. tissue : Lipoma or sebaceous cyst ... etc . J> 



N.B. ; Management of cancer breast duri ng pregnancy : 

• QwJBg.Jt££!.mxmr. • Radical Mastectomy + Termination of pregnancy. 

• Duzin&frAXrimMtPJ. '• Radical Mastectomy + let the pregnancy proceed to 

frill term then radiotherapy is postponed after delivery. 



Prognosis ) Depending on 

r nor : Paget's & Cancer situ Better than Mastitis carcinomatosa 

O Staees of Tumor : Stage I Better than Stage II, in or IV. 
<3> Sites of Tumor : lateral side Better than Medial side 

® A ee of Patient : Old age Better than Young [Because of sex Hormones] 
(!) Sex of Patient : Cancer female Better than Cancer male. 
<£> Hormone Receptors : ER +ve Better than ER -ve. 




Sarcoma of the Breast 



Incidence : 0.5% of malignant breast tumors. 
PatholozV : De Novo 

C/p : Jt grows rapidly & usually fungate through skin. 

Treatment : Simple mastectomy + Radiotherapy & chemotherapy. 

Prognosis : Very Bad. 





* Aetiology : 




Breast 



(A) sji^maJlnter-iclnar Wttl 

■ Traumatic : Blood Cyst 

■ Inflammatory : Cold abscess (TJB) or Acute Abscess 

■ Neoplastic : Degeneration Carcinoma. 

■ Parasitic : Hydatid Cyst 

■ Miscellaneous : Skin Cyst 



Duct Kclaar cysts! 



cyst, Lymphat 



Cyst ofbl< 
Papilloma 



• Retention cyst blocked by (Inspissated Milk) 

• Sometimes shows Milky discharge 

« Affect lactating lemale. 

• Resolute spontaneously. 



* Treatment s 



(A) /^p/raf/Qf) + CvtQlQQV 



(B) Ex swaji 



Rapid Refilling after aspiration 
Residual Mass after aspiration 
Bloody aspirate 




\ 



fluid 
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Nipple Discharge I 0 



* Aetiology : 



ft Physiological : 



Q Milky discharge : during Jactation 
© Serous discharge ; during pregnancy 



ft Pathological : 

O Purulent 



discharge; Duct Ectazia 

tl brown : Fibroadenosij 



® filoody discharge : - Duct papilloma 




carcinoma 



® Necrotic Crystals j Degeneration carcinoma 



© Mil Icy discharge : - GaJactoceJe 



- Contraceptive pills 

- Hyper-prolactinaemia 



* Diagnosis : 

ft History 



- 



ft General Examination 
ft Local Examination 

■ Specially for <D Nature & Side of discharge. ' 

© Associated mass 
(3) Age of patient 
® Uses of contraceptive pills 
® Uses of drugs as prolactine 



* Investigations : 



jgaphy 



ft Ductography ; 

■ Lipidol injection shows filling defect if mass pr 

ft Biopsy & Cytology foy mass 

ft Serum prolactin level 

ft Tests for occult blood in discharge [Benzidine tesQ 



* Treatment : 

* If Mass is associated 

■ Excision & Biopsy 

ft If No Mass is associated 

■ Localized ducts Microdochectomy 

■ Many ducts (rare) : Cone excision of major ducts. 




No lump 



Remove the lump & 
Send for histopathology 



From many Ducts 



localized 



Microdochectomy 



I 

> 40 years 



Hb+ve 

L 



Hb-ve 



— I 
< 40 years 




Observe 



Cone 
Excision 
For major 
Ducts 



Observe and repeat 
occult blood test 

period ically 



* 

<D Discharge disappear 
or Q> Becomes localized to one duct Microdochectomy 
or <3> Lump appear Remove the mass. 




s 



(1) Cystic swetli 



DD of Chronic Br 



(See 




| Solid Swilllnqs: 

^^^^^^^ 

© Traumatic disease. 

© Chronic Breast Abscess. 

CD Mammary Duct Ectazia. 

® Hard fibroadenoma. 

® Cancer Breast (Scirrhous & Atrophic scirr 

(D Soft fibroadenoma. 

© Cancer breast (Encephaloid & Mucinous). 

fcj Eton. mm. : 

Fibroadenosis. 



Causes of Huge Breast 

© Virginal Hypertrophy. 

(2) Soft fibroadenoma. 
© Cystasa rcoma phylloids 

® Sarcoma. 




nD of Pain fn The Breast 



(I) From the breast : 

CD Fibroadenosis. 



© Milk engorgement, bacterial mastitis, acute abscess & plasma cell mastitis. 

painful except (advanced, infected or mastitis carcinomatos 



(II) Outside the breast : 

CD Angina pectoris. 

© Myositis. 

© Osteitis of rib. 



© Pleurisy. 

© Intercostal neurologia. 



Idiopathic tender swelling in 2 nd & 3 r0 costal cartilage. 
Jrsa&d.kX Hydrocortisone into the perichondrium. 
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Diseases of Male Breast 




Gynecomastia 



* Dennltion : Generalized Enlargement of Male Breast 

* Aetiology : ■ Physiologic*/ 

• Infantile : From maternal sex Hormones. 

• Pubertal : ■ 70%. 

' ■ Asymptomatic 

■ Resolve within 2 years. 

Senile Gvnacomasia : From 4 Testicular Functions. 

■ Pathological : 2ry to Cause 

X Testosterone : e.g. Orchidectomy. 
f Oestrogen : e.g. Supra Renal Tumor. 
I Metabolism of Oestrogen : e.g. Liver Cell Failure 
Ectopic Hormones : e.g. Bronchial Carcinoma. ^ 

• Drugs : e.g. Digitalis, cimitidin, Aldactone. Reserpine 

or Oestrogen therapy as cancer prostate. 




Picture 




• Symptoms : Bilateral, Tender mass (i.e. like a disc). ' 

■ 5 fqn : Enlargement of the male breast with prominent nipple due to 

hypertrophy of the glandular tissues. . 



* Investigations s 



Hormonal Profile. 
Liver Function test. 
Biopsy if doubt of cancer. 



* Treatment : 



Medical (Mainly) 



Q> Physiological : Reassurance 
© Pathological : ttt of cause. 



■ Surgical Indication : \f persist -> S.C. Mastectomy, 



* Treatment : 




* Incidence : Male : Female - 1 : 1 00 

(1 % of all cancer breast) 

* Stagings 



As Cancer Female Breast 



* Prognosis : Cancer Female Better than Cancer Male. 



/He Bffeaul] 




Q 
Q 
Q 




Discuss DD of Breasc Lump? 
Discuss cyscic swellings of female Breast? 
Mention plan for Investigations fit Treatment 
female Breast? 



of a lump in 





fl nswer : 

Lump (mass) may be cystic or solid (firm, 




.1 

• 



|A] Cvstic.swelHrifls : 

1) Stroma (Jnter-acinar) cysts : 

• a. Traumatic cyst (Blood cyst), 

b. Inflammatory (T.B. Abscess). 

C. Neoplastic cysts (Degenerating carcinoma). 

d. Parasitic (Hydatid cyst). 

e. Others (sebaceous, lymphatic etc. . . .). 

2) Duct ( Acinar) c\'sts : 

«. Rt-tfnrion cyil | fPuct papilloma!) 

• Aetinlnev : Benien Tumor may be De Novo 



i 




localized epitheiiosis of Fibroadenosis. 
: Core of vascular C.T. covered by hyperplastic 
epithelium 

30-40 years * bleeding per nipple with Rctro-areolar mass 
] irati<ms : Duct carcinoma or Anaemia. 



Investigation : Ductography 



• Treatment : Microduchectomy. 

b. Fihrncytf jc diseases fCyst of Blood goodj (Fibroadenosu) 

# Aetiology : Unknown may be relative hyperoestrogenaemia. 
Potholes* : - N/E : Localized or diffuse, unilateral or 

bilateral 1 5% common at upper-outer quadrant 

of Breast. 

MI? : Adenosis, Epitheiiosis, fibrosis & ml 
formation which may be microcyst or 
macrocyst (cyst of Blood good). 
: After puberty or before menopause, 
ptoms : Pain related to menses with serous, 
green or dark brown discharge & cystic mass if 
cyst of blood good. 
- Signs : Tender cystic swelling. 
ration: U/ S. Soft tissue mammography, Aspiration 




cytology or Biopsy histopathology. 



mass 
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c. [Ualactocelej 

It is a retention cyst blocked by inspissated milk, may be 
associated with miky dischange. Usually occur in lactating 
female. Treated bv Aspiration cystology or Excision. 

[B] Solid Swellings A( : 

(J) Firm mass : [Fibroadenosis] 

(See above mentioned cyst of Blood good) 

but it is firm mass felt by Tips of fingers. 

Treated by Reassurance & Anti-oestrogen (Parlodel) 

(2) SqQ masses : 

(a) [Soft fibroadenoma] 



Aetiology : Benign Tumor may be De Novo or on top of 

Adenosis & Fibrosis of Fibro-adenosis. 
Pathology : Lobulated mass with multiple pedicle. 

C/P : - Age : 30-40 years. 

- Symptoms: Soft, painless & rapidly growing Tumor. 

- Signs ! Soft, not tender, No L.Ns & if enlarged it is 

called (Cysta-sarcoma phylloides). 

Investigation : Soft tissue mammography. 

Treatment : Small (Excision biopsy) or large (simple mastectomy) 



(b) Enccphaloid Ca. Breart 10% 



It_ is large, soft, irregular & non capsulated mass 

: Convex. 




Prognosis : The Best prognosis. 



(c) (Mucinous Ca. Breast 3% 



it is large, soft, irregular & non capsulated mass. 
Cut section : Gelly like & usually bulky. 
M/P : Rounded malignant cells filled with mucoid mucoid 

material give (signet ring) appearance. 



(3) Hard masses : 

* (a) [T raumatic disorders! 



♦ Traumatic fat necrosis rWhich caused by blow on breast 
death (Necrosis) of fat cells -> release of fatty acids which 
bind to ca -> Ca soap i.e. Hard . Treated by Excision. 

• Breast Ha e ma to ma: Which caused by blunt trauma -> 
bloot clot <& Fibrosis i.e. Hard . Treated by Excision. 



w - 

(b) [Chronic Breas t j^bgcgsaj 

• Follow improper treatment of Acute Abscess by Antibiotics 
so it is called Antibioma . Treated by Excision & biopsy. 



(c) [Mammary Duct Ectazii) 



Aetiolozv : Unknown dilated duct may be due to excessive 

fibrosis. 

C/P : It represents by Hand mass with Nipple retraction, 
peau d'orange it similar to carcinoma by characterized 

by Green paste discharge. 
Treatment : Excision & biopsy. 



(D) lHard Fibroadenoma 



• Aetiology : Benign tumor as soft fibroadenoma. 

• far ho logy : Lobulated mass with one pedicle. 

• C/P : - Age : 20-30 years. 

- Symptoms : Hard, painless & slowly growing 

Tumor. 

- Signs : Hard, Not Tender with No L.Ns. 

• Investigation : Soft tissue mammography. 

• Treatment : Excision & biopsy. 

(E) [Cancer Breast ] (Scirrhous & Atrophic Scirrhous) 

• Commonly at 40 - 60 years with one or more risk factors. 

• The patient represents by Hard, jpainless mass, discovered 
accidentally mass. 

• QT I - Symptoms : metastasis + Hard mass. 

- Signs : metastasis + L.Ns + Skin manifestations as 

(Dimpling, puckering, cancerous nodules, pagets etc.,). 

• Investigations : Soft tissue mammography, Biopsy, Tumor 

markers & detection of metastasis. 

• Treatment : 
Early cancer : 

- Stage I : Radical mastectomy & follow up. 

- Stage II : Radical mastectomy & Radiotherapy 

[mediastinal L.Ns- Supraclavicular L.Ns] 



Later cancer : 



Radiotherapy 



astinal L 
Axillary 



Stage TV : Mainly treatment of metastasis. 
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Clinically doubtful breast mass 



Mammography 



Doubtful 
malignancy 



Definitely 
benign 



Fine needle 
aspiration 



Reassure 
Manage according to cause 



n 



Fluid (cyst) 



No fluid (solid) 



•no blood 
■mass disappears 
•no recurrence 
negative cytology 



blood-stained 
residual mass 



Cytology 



+ ve 



Reassure 



Excision or 

Tru-cut biopsy 



Malignant 



Benign 



Staging 
CXR, LFTs 
Abd U/S (or CT) 



Reassure 
Manage 



Advanced 



I 






Fi broad en osis of the Breast. 



(10 Marks) 




1994 




of Lymphatic Drainage of Female Breast. (15 Marks) 




Discuss. Pa*., C/P & trt of Acute Bre 

nUmiSM Skin Manifestations of Female 





•Discuss C/P A ttt of Acute Breast Abscess. 




(15 Marks) 

(10 Marks) 



(10 Marks) 



fl 997 J 



Discus^ C/ P °^ lactational mastitis & Breast Abscess 



• Ejmm erate path. Types of Breast Carcinoma 

• Discuss 2 systems of staging of CancerBreast 



(10 Marks) 
(5 Marks) 
(10 Marks) 





Discuss Path., C/P & ttt of Fibroadenoma.©! Breast. (15 Marks) i&jjJ 
Discuss, management of Early cancer brea s t ^ 5 Marks) 

(10 Marks)^j5 
0 Marks)^Ujjj 

(25 Marks) " 



• piscuss aetiology, dignosis & ttt of Nipple Disclaa 

•Deicn&e Lymphatic drainage of the breast. 

DD of Breast lump. 






pjgcusg C/P & treatment 

Breast 




Discuss causes & diagnosis of Nipple discharge 

Anatomy of lymphatic draing of breast 



(15 Marks) 
(10 Marks) 



breast 



(10 Marks) ^soUjj* 
(10 Marks) Lfi&j** 



C/P 



a st abscess (10 Marks) 



2002 



Mentio n DD of Breast lump 

Discuss causes & management of Nipple discharge 
Discuss DD between paget's & eczema 



(15 Marks) uvU^ 



(12 Mark) 



(12 Mark) 




Enumerate causes & investigations of dischange pr nipple (12 Mark) iw r^ jj^ 



Discuss Paget's disease of nipple. 





Discuss Anatomy of lemale Breast. 




(12 Mark) 



(20 Marks) cj^jj* 



■ I 




if 



■I 



II 




Chapter C 10 J 





1 



< 



Chapter £ 10 J 





e Thyroid GIaR<X^r 





^ ^old ttl ftttd is developed as a Bud from the floor of 

primitive pharvnx i.e. Foramen caecum at 3 rd week (Intra-uterine) 



N.B. : Foramen Caecum : 

It is the junction between Ant . 2/3 & Post. 1/3 of the Tongue 



oramen Caecum 



Tongue 




Then it descends being connected to the foramen caecum 

the tongue by Thyroglossal duct which disappear later. 
During it's descend, it joined by para-follicular "C" cells which is 
derived from Nsuim&S&Sl 



Thyroglossal duct 

Hyoid bone 
Thyroid gland 



rHistol ogy of the Th yroid Gland I 



The Th yrpl d Gland formed of A 
Which is % 

■ Separated by : Connective Tissue. 




* Parts : 

■ 2 Lobes. 

■ Isthmus. 

■ Pyramidal lobe.80% of people is attached 

to hyoid bone by (Levator 

* Weight : Glandulae Thyroidae) 

mm v i^b ■ 

20-25 Gram 

* Level; 

• Upwards : Oblique line of the thyroid 

cartilage. 




Tongue 



oramen Caecum 



Isthmus : Opposite 2 



nd 



3 rd 4 th 



Tracheal rings. 
•Base : At level of 5^ Tracheal ring. 




Thyroglossal duct 
Hyoid bone 



Thyroid cartilage 
Oblique Ridge 

Cricoid Cartilage 



Thyroid gland 



Tracheal Rinas 



[Flic Ibyrold Gland] 





* Arterial Supply i 

<D Superior Thyroid Artery : 

• From E.Cj\ & Related to 

Externa] laryngeal nerve. 

<Z> Inferior Thyroid Artery : 

• From Thyrocervical trunk of 1 * 
part of subclavian artery & 
related to RLN. 

<3) Thvroida I ma Artery : 

• From aortic arch (occasionally 
present & enters lower part of the 
isthmus). 

n.b, : Surgical 

> Lieature of Superior Thyroid Artery (near) the u 

Jo avoid injury of (External Laryngeal Nerve) which supply Cricothyroid 
muscle go If injury occur : 

• • Unilateral -> Loss of high pitched voice. 

• Bilateral Choking. 

> Ligature of Inferior Thyroid Artery (away from) the lower pole. Why? 

• To avoid injury of RLN (Recurrent Laryngeal Nerve) . So if injury occur : 

• Unilateral Dyspnea on exertion orf-foarseness of voice. 

• Bilateral -> Stridor (suffocation) or Aphonia. 




olc. Why ? 





RECURRENT LARYNGEAL NERVE fR.LHl 



It is responsible about adaptation of vocal cord so produce Voice. 



For inspiration = complete abduction of cords is needed. 

R.L.N. has outer fibers for Abductor muscles 
and has Inner fibres for Adductor muscles. 



0> 



iSojvim R.L.N Inlurv ; 



Y/////A gjjg^»l 



a. In partial injury -> adductors only are acting 

So cords in mid line 




b. In complete injury -> abductors & adductors are 
paralysed so cords placed mid way = cadavaric 




position 




cadavaric. 



ribc Tbgrold Glaod] 




^ Unilateral partial -> 

* Dyspnea on exertion 



Healthy 



Injury 




Bilateral partial -> 

* Stridor & suffocation 




(n) TJnilateral complete 

i 

* Harsense of voice. 




(D) Bilat eral complete -> 
* Aphonia. 



0 * VenousJDrolnaffe : 

ffi Su perior Thyroid Vein 

Drained to_ I.J.V 
(7\ Middle Thvroid Vein : 

Drained to I.J.V 
fl) Inferior Thvroid Vein : 
Drained to Inominate vein 



Healthy /jV^: W** 




Unilateral cadavaric 




l) * Lymphatic J) ro In age : 





Upper Level : 

Upper Deep Cervical L 
Pre-Iaryngeal L.Ns. 
■ Lower Level : 

Lateral : Lower Deep Cervical 

L.Ns\ 

: Pre-tracheaJ L.Ns. 




(Delphi 



lymphatics 




Upper deep cervical 
Pre-laryngeal L.Ns.. 



Ower deep cervical LN. 

RLN 

Pretracheal L.Ns, 



iniTtor 



* Relations of Thyroid Gland: 



[A] Medial surface : 

/• Upper part 

Larynx : (Thyroid & Cricoid cartilage) 
Separated from them by 2 muscles 

a. Inferior constrictor m. 

b. Crico-thyroid 

2 Lower part 

Trachea & oesophagus 

with (RLN) in between 

ft 

[B] Posterior surface: 

1. Carotid sheath & it's content 

2. Superior & Inferior parathyroid gland 



Thyroid cartilag 
Cricoid Cartilag 



Trachea 
RX.N. 




Inf. Constrictor i 
of pharynx 

Cricothyroid m. 



Oesophagus 



sympathetic 
chain 



[C] Superficial surfaces : 

1 . Superior belly of omohyoid 

2. Stemo-hyoid 

3. Sterno- thyroid 

4. Thyro-hyoid 

5. Anterior border of stemomastoid 

6. Platysma 

7. Skin 



Carotid sheath 




Superior belly of 
Omohyoid m. 



siemo-mastoid i 
terno-thyroid 



Stemo-hyoid m. 



* Capsules. 

IA1 True fibrous capsule 

Enveloping the gland 

fB] False fascial capsule 

Derived from pretracheal fascia which is attached above to thyroid cartilage & 
hyoid bone (so it allows the gland to move up during deglutition). 
The fascia is thickened posteriorly forming the Ligament of Berry which fixes 
the back of the gland to the cricoid cartilage. 

Bl The big vessels of the gland run between th 
Previous 2 capsules. 



Thyroid 
gland 




oblique line 



• 

Post, surfac 



Isthmus 
lobe 




Thyroid cartilage 
Cricoid cartilage 

med- surface 
superficial surface 



[The Thyroid Gland) 






* Nerves Related to the Gland : 

© External Laryngeal Nerve : 

• From superior Laryngeal Nerve 
from Vagus Nerve. 

<2) Recurrent Laryngeal Nerve : 

(From Vagus Nerve). 

• Rt. RLN : Hooks around RL 

subclavian artery. 

• Li. RLN : Hooks around the arch 

of the aorta. 



Rt. Vagus 



Vagus 
Sup. Laryngeal n 
. Int. Laryngeal n. 
Ext. Laryngeal n. 



RL 
Rt. 

subclavian a"? 



it 't 




3* 



Lt. RLN 



Arch of Aorta 



Physiology of the Thyroid Gland 




Protease Enz. 



Inorg anic 
Iodine 



Peroxid 
4 



Enz. 

Organic + Tyrosi 
Iodine 



r Monoidodotyrosine-| 

H T3&T4 

Diodotyrosine J 



T 4 (80%) 
T 3 (20%) 



Oxidation Bfndi 



CouDlin 



Stroa 



Release 



frB. CD Perchlorate -» Prevent T . 

<2> Carbimazole & Thiouracil -> iO&B . 

<3> LugoPs Iodine ^ R . 

® TSH tfctX 
Excess TSH leads to Hyperplasia & Hypertrophy. 



[Physiolo gical Functions of the Thyroid gland 




The Gland secretes 3 Types of Hormones [T3,T4 and Thyro calcitonin] 

The Effect of Thyroid Hormones :- 

♦ Catabolic effect (tLipoIysis -tProteolysis-TGIycogenolysis). 

♦ Metabolic effect : (t MR & Energy libration )So, Thyroid Hormones 

is called Thermogenic Hormones . 

♦ Stimulate:-* Skeletal growth, Sexual maturity and Mental development . 

♦ Increase sensitivity of\(a8c$ Receptors )for catecholamine 

e g. Adrenaline. So, leads to ^ 
(Heart-* t HR, Hand Tremors & Skin -> Sweating). 



♦ Decrease &ftf/K slt.Q.lfSter.Ql level 



frtie Tliyroid Gland] 




Congenital Anomalls 



CD 



Lingual Thy roid | 




Ectopic Thyroid tissue occurs at basg of tongue 



Le Behind foramen caecum 

■ IF Enlarged Dyspnea Dysphagia & Dysarthria. 

■ Treatment -> Wedge Excision + L-Thyroxine for life. 




Thyrogl ossal Cyst 



* Aetiology : Remenant of Thyroglossal Duct 

* Site : ftt any point of the course of Thyroglossal 
— — ■ Track (from foramen caecum to the Isthmus 

of the gland). 



Foramen Caecum 





* Pathology : 

It fs a cyst formed of 

■ Wall of cvst : Containing Thyroid tissue. 

■ Outside cvst : Containing Lymphoid tissue. 

■ Inside cvst : Containing Clfi 

* Wlnlcomctup^; 

■ Aqb : Common at Childhood . 




Thyroglossal duct 
Hyoid bone 



the cyst 



Thyroid gland 



[Thyroplossat Cyst ] 




Symptoms ; © Mass at middle line of neck i.e. Disfigurement 

<2> Pain if infected. 
<3> Fistula if complicated. 
Starts : 0 Rounded mass at middle line of neck. 

Q Tense & Cystic in consistency. 

(3) Moves up & down with deglutition & protrusion of tongue . 



* Complication : f Thyroglossal Fistula] 



* DD : Subhyoid bursitis 



ymgkissnl fistula 



Acquired Never congenital 

Infection of cvst due to high lymphoid tissue outside the cyst. 

ons : (D Discharg e : Viscid fluid or Pus. 

© Firm tract ; From fistula (below) to hyoid bone (above 
<3> The opening :Cresctntic due to fibrosis, from infection. 



* Treatment : rSlstrunk Operationl 

■ Elliptical fascism over cyst or fistula. 

■ Excision of cyst or fistula. 
» Removal of <D The Track. 

@ The centre of Hyoid bone to prevent recurrence 
<3> Core of tissue up to foramen caecum of tongue 



[rbe Thyroid Gland] 





Goitre 



[ Goitre ] = Enlargement of the Thyroid Gland 



Classifications ^ 




Vas/snpte Gottr* 



> Diffuse hyperplastic goitre. 

• Physiological 

• Colloidal 



f-> Simple Nodular goitre (SNG) 



CIO Toxic Goltr* 



H> lry or 2ry Toxic goitre. 



HID Neoplm*m 



> Toxic Nodule. 

> Benign Neoplas 



f» Malignant Thyroid 



CI VJ Inflammation 



Inflammatory : 



CVJ C onoenliml 




• Acute Bacterial Thyroiditis. 

• Subacute Viral Thyroiditis. 

• Chronic e.g. T.B & $. 

■> Autoimmune 

• Hashimoto's Thyroiditis. 

• Riedle's Thyroiditis (Collagen Disease) 
Cretenoid (Hypofiinction) 




CD 



Simple Goitre 

W i ■ ill I I I I IB M M 



AW 



* Definition : 



Non Toxic, Non Neoplastic & ]Non inflammatory enlargement i.e. [patient is euthyroid] 

* Aetiology : 

[ Simple Groitre results from f TSH as sequence of ▼ Iodine] 

(D Iodine Deficiency : which may be 

> Absolute : Endemic as Fayoum, 

> Relative : As Pregnancy, Puberty etc.. 

CD Enzvme Deficiency : . 

> Congenital deficcncy of Peroxidase Enzyme [Pendred's syndrome] 

Which convert inorganic I2 into organic I2. 

OP : Goitre + Dwarfism + £>eafhess& Mutism 

> Congenital deficiency of dehalogenase enzyme 
Which convert Mono-iodo Tyrosine -> Di-iodo Tyrosine . 

(3) Goitrogenic Substance : 



> Diet : Thiocyanates in Cabbage & Cauliflower. 

> Druzs : Antithyroid drugs as Thiouracil & PASA. 



« * 



* Types : 



(1) Simple Physiological { Diffuse Hyperplastic ) Goitre .. 

(2) Simple Colloid Goitre . 

(3) Simple Nodular Goitre. 



[ Hie Thyroid Gland) 



ra 



Simple physiological ( diffuse Hyperplastic 1 Goitre 



rz: 



il ■ h 



SZ9 




* Incidence t Common in voung girls " Venus Neck " 

■m mm — 

* i e S°i°2y. : Stress Le - "Relative I 2 Deficiency" 

* Pathogenesis : " Hyperplasia " 

Stress 4 t TRF from Hy pothalamus ■* t TSH from Ant. Pi tuitary -» 

■ Diffuse Hyperplasia : i.e. t Number of Acini. 

■ Hypertrophy : i.e. t Cells lining the Acini. 





Cut section shows Fleshy appearance 



* meal Picture : Diffuse enlargement + 3 g [Smooth, Soft & Symmetrical] 

* Fate : Return back to normal if stress is corrected or Passes into SNG. 

* freatment j 

Reassurance + L. Thyroxine 0.2mg/d (several Months) then 0. 1 mg/d (several Years) 



ra 



Simple colloid Goitre 



i — " ■ 



fTt is Intermediate stage between Physiological A Nodular goitre! . 

* Incidence: Common in Endemic area . 

* Aetiology : Patient with ( Diffuse Hyperplastic Goitre ) receiving large doses of Iodine , 

* Pathogenesis I " Hvperin volution " 

If the aetiology removed suddenly 

As large dose of Iodine is taken . This leads to Hyperinvolution* 



So The Change 

From Cubical 




or Columnar 




► To Flat 




So Cut section shows golden brown appearance, i.e Colloid 



* Clinical Picture : Diffuse enlargement + 3 g [Smooth, Soft & Symmetrical] 

* Fat» I If untreated, it mav passes into SNG , . 

* Treatment : Subtotal Thyroidectomy. 



[The Thyroid Gland] 






Simple Nodular Goitre 



* Incidence : (The commonest disease of Thyroid gland) 



■ Age : Middle aged. 

• Sex : Female > Male. 

* Aetiology I See before 

* Types: 

7t may be single or multinodular goitre. 

* Pathology : 

eflIB B^^^* flB**^ 

• Re peated cycles of hyperplasia & Involution 

■ The Nodules are Inactive. 

* Complications : 




(J)f //? the gland itself 

CD Cyst formation 

i.e. Hge in cyst. 

■ Consider emergency case because of sud< 
comp ression on Trachea -> Reflex spasm 
pre-trachcal muscles -> Impending Suffocat 
© Calcification on long standing. 
(3) Carcinoma [Follicular type 3%]. 

® _2r y 7ft vrotoxicosis [30%]. 

© fR.S.E) Retro Sternal Extension from lower pole. 




Giratfrf artery displacement -> fainting attachs due to i blood supply to the brain 



© Complications of treatment. 



(DC 



Pressure on Trachea 





(D Unilateral compression -* Kinking of Trachea. 
® Bilateral compression Antero-posterior slit -> Scabban 
Tracheomalacia : Absorption of Tracheal lines -> Collapse 




,B* : Tracheomalacia is detected by : 

Koc leer's Test: Slight compression on lateral lobe if produces] 

stridor this means Tracheomalacia , 
The value : To get concent from patient to do permenant 

Tracheostomy. 



* Clinica picture : 

■ Symptoms : Slowly enlarged neck swelling i.e. Disfigurement. 

or Pictures of complications . 

■ Signs : Ejaminntjia *fr 



A) fieneral Examination "Exclusion of Complications 




Exclude Toxicity Pulse, ABP, Eye sign ... etc 

Exclude Metastasis . (Liver, Bone, Lung & Brain) metastasis 



[The Thyroid Gland] 
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^-Inspec tion 

* Number : usually Single. 

= • Site : At Muscular A 
9 Shave : Localized or Diffused. 
■ ^:In(CmxCm) 

Skin over: . Normal except 

dilated veins with RSE 
Surface : Nodular. 
S pecial sien : Moves up & down 

. with deglutition. 




= Edge : Weil defined edge. 





CD Seen with deglutition. 
0 Lower pole seen or not 
to exclude RSE. 



• Drain in g L.Ns 

Upper or Lower deep cervical L.Ns 
seen or not To exclude 
(malignancy or 2ry infection). 

■ Deep Relations : 

<D Sternomastoid muscle Not 

attached. 

@ Trachea . -> Not shifted except if 
RSE 

• Distal Effects J Only with RSE 

Tilting of head to one side ('/imin.) 
-> face flushing . 



(il-Palpation^ 



= • Tenderness : Not except infected, 

■ Temp . : At body temp. 

■ Thrill : No Thrill. 

= Mobility : Mobile in AU directions 

• Up & down. 

• Side to side. 




(Site, Shape, Size etc... ) 

Same as inspection 
Edge : Well defined edge. 




= Consistency : Firm 





NJL: <D Hard if Calcified. 

<2> Cystic if H 

■ Draining L.Ns : 

Upper or Lower deep cervical L.Ns fjtft or not 

■ Deep structures : 

CD Sternomastoid muscle : Not attached. 

© Trachea : Not Shifted except if RSE 
© Carotid artery : Feit but may be shifted 

. if Huge SNG. 

■ Deep Effect : 

(Kocke/^s Test) 

For Tracheomalacia. 

By Slight compression on lat Lobe-> 
Stridor Tracheomalacia 



fill- Percussion) On Manubrium Stemi (Normally) Resonant. 

V o~ n..## nor? 



So Dullness = RSE. 



Auscultatio 




ion) 24o 



value 



* Investigations : 

OMB fl^^V 9M^^^ 

[A] To Diagnose SNG -> Thyroid scan i Cold Nodule o 

[BJ To Exclude coin plications . 

(D Thyroid function test -> To (Exclude Toxicity 
0 X-ray for mediastinum To (Exclude RSE)& 
<3> Biopsy for mass -> To (Exclude Malignancy). 
® Neck U/S. Multinodular + cyst or solid 

© In flirP.Ct l.iirvn t»t9Ht*fnv trs -JCPArr v^rol i-^T-^^ 



(The Thyroid Glao4l 




* Treatment : 



Indicated with (1) Dad cosmetic 



So 



(2) RSE 



(3) Pressure (if Huge). 

(4) Suspecious of malignancy. 



For single : Lobectomy * Ismuectomy i.e. Ilemithyroidectomy 
For multiple : Subtotal thyroidectomy, leaving about 8 gm of normal thyroid 



jV t ZL : <D We leave postro-medial part to preserve Parathyroid & RLN 

© All operations followed by L. thyroxine. 
© Surgery Not advised below 25 yea r to avoid recurrency. 



Don't 



Retrosternal Goitre 



\ Retro-sternal Goitre] 



(D Retrosternal Extension of la fee zoitre : 

Downwards of thyroid gland with it's capsule 

Due to CD Pushed by Pre-tracheal muscles. 

© Pulled by -ve Intrathoracic Pressure. 

© Plunsine eoitre : 

In Tliorax . But appears only in neck with deglutition. 

© Mediastinal eoitre : 

In Tliorax & Not appears in neck even with deglutition 

i.e* Ectopic Thyroid Tissue. 

ileal Picture : 

of patient : more common with male due to ghojl. neck & strong muscle. 

S ymptoms : M ediastina l syndrome 

(Dyspnea, Congested neck veins & Brassy cough) 
SianS : © Inspection : a. Dilated veins on Neck & Chest 

b. ± Can n't be move up & down with deglutition 

c. Lower border cann't be seen. 

d. Trachea may Shifted. 

© Palpation > Lower border can't be felt 
© Percussion : Dullness over Manubrium stemi 



* Investigations : 



X-rav Chest : Shows Soft tissue 
CTscan Chest : More Accurate. 
Thyroid scan (Tc 99 ) Diagnostic 



adow & Shifting of the Ttrachea. 



* Treatment: 



Preoperative preparation : By Inderal, especialJy with toxic R.S.E.. 



■ • 




N«& : Antithyroid drugs is conti^'ndicatcd because ->t Size of gland 




Operative procedures : Subtotal thyroidectomy Then 

® Deliver it to neck after devascularisation of the gland 
© If failed -> Piecemeal removal. 
© If failed Median Sternotomy. 



[Itie Thyroid Gland] 




CD 






Toxic 



® 2rv Toxic 



dDToxic Nodule 



CD (iry Toxic « Diffuse Toxic - Grave's = Exopthalmlc Goitre 

// A utolmmune : Intiated by IgG antibodies stimulating T5H Receptors. 



MB. • LATS = i-oae Acting Thyroid Stimulator is one of these IgG 
or C alkd LATS P (Protector) & <* lled TsAb (£hyiOid Stimulator AntibodJO 



& man be precipitated by stress e.g. psychic trauma, emotional stress & acute infection 



■ Affect : 20 - 30 years. 

■ rhnrnrterized bv : j Diffuse enlargement (Soft, Smooth & Symmetrical) 

■ Mass : Occur at same time of Toxicity. 

■ Eye signs & Reticulo Endothelial System {RES} Hyperplasia. 




<2> (2rv To xic - Nodular Goitre = Plummer's d i sease 

■ It is complicated from Simple Nodular Goitre (SNG). 

: The Nodules are Inactive & Internodular tissues only active. 

■ Effect : 30 - 50 years. 

■ Characterized by : Localized enlargement (Firm, Nodular & Asymmetrical) 

■ Mass : Occur before time of Toxicity, 
J*&0 ■ No Eye signs ^Extremely Rare) , 



® C Toxic Nodule j 



his a Solitary (Overactive) Nodule. 
// is Autonomous Characterized by 

♦ (Non Hormonal dependency). 

♦ (Hypertrophy & Hyperplasia) Not affected by TSH 

Investigation : Thyroid Scan shows Hot Nodule. 
Treatment : Hemithvroideciomy after Control of Toxicity. 




* Rare Types of Toxic Goiter : 

ffi Noonatal Thyrotoxicosis : New born of thyrotoxic mothers. • 
© Thyrotoxicosis factitia : Due to excess intake of L. thyroxine. 
CD Jod-Basedow Thyrotoxicosis : Due to large dose of Iodine given to 

hyperplastic gland -> Temporary t T4. 
® Hashitoxicosis : 5% of Hashimoto's thyroiditis in early stages are thyrotoxic. 
© DecurvaiVs thyroidi tis : Due to libration of Hormones from destroyed tisi 



® Functioning carcinoma . 

© TSH sec reting a de noma of the pituitary gland. 



ae. 
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0 CllnlcalPICtUre [Toxic Goitre! 



lry Toxic goitre (20-30 years). 
2ry Toxic goitre (30-50 years). 



Symnioms f joulc Manrfestation sJ i.e Hyperthyroidism 



Metabolic: © Loss of weight Inspite of good 

a ppetite (Other causes) 



CKSs 
Chest : 
CN.St 



© Uncontrolled D.M 

©Parasitic Infestation i.e. Hydatid cyst 
<J> Malabsorption Syndrome. 
© Intolerance to HeaL 
3) Excessive Sweating . 

Palpitation even (at Rest) , 
Exertional dyspnea. 

O Fine Tremors of Tongue & Hand 

CD Irritability Anexity & Insomnia. 

<3> Weakness of Proximal Limb Muscles, 



G.LT: Polyphagia + Diarrhea. 
Urin ary ."Polyuria 




Skeletal : 
General : 
Gonadal : 



N.B, : Causes of polyuria in This -case 

• Glucosuria. 

• T Metabolic water. 

• t Water intake 2ry to Polyphagia, 

• t Renal Blood Flow. 



Generalized Bone aches, i.e. Osteoprosis . 
Diplopia of Eye or corneal ulceration. 
® Impotence in Male . 
CD Menstrual Disturbance in Female. 





■ S/ans 




mi nation 



® Local Examination 



(g) Genergi .Examina tion 




® Vital 



(Hyperdyna mic CircuJtoliQnl 



® Te 




: ( t ) With toxic goitre. 

Rate (full comment 



on Radial pufSft) with Toxic goitre it is 



j Irregular, Large volume 

Special characters". Because 



EquaJ 





N.B. 




can occur excep t Heart Block. 

during sleep 



(' Mild 90 - 100/rain, Moderate 100 - 1 10/mm & ftevere - 
• The value : To exclude Anexity & for follow up. 
<S> The pulse may be Unequal as in R.SJL 



(3) AjLEi *"Ul£h systole and Low diastole 
® RJSf l u May be Increased" 





— 

® General Signs 



Normal. 



Appearance : 
Built : Underbuilt. 

Concieous : Concious. 




Decubitus : "Orthopnea" If Heard Failure occur 
Emotion : " Irritable & Alert", 
Face : "Staring look" 



Systemic Examinations 

Hend) <D Face : Flushed face. 



O Tonxue : For Tremors (N-B , Unsupported Tongue ). 
OE^e: For CD Tremors in upper eye lid 

<2) Exoothalmos (see later). 
Q> Eve signs ^ 



How 



Examine 



StHlwag's Sign 



tan Craefc's Sign & 
Da fry m pie's Sign 



/*/ Stelfwa 



sign ; Staring look or Inirequent blinking 

ffJormally -5-8 Times / min.) 
[2] Von Graefe'sslgn : Upper eye lid lags behind the eye on 

moving the eye downwards. 
[3] Dalrvmple's sign : A Rim of sclera is seen above the 

cornea on moving the eye downwards * 
[4] Joffrov's sign : Loss of Wrinkling of the forehead on 

looking upwa rds . 

[5] Mob ius sign : Lack of Convergence on looking at near 

object 



Jo (Troy's Sign 



Mobius Sign 



Don't For 



Exophthalmos 





# TypoS S CD FmIsz : Due to retraction of upper eve lids because of contraction of 

Mulier's muscle because of t T3 & T4 . 

NJ8. : T 3 & T 4 -» f Se nsitivity to catecholamines. 

® 7Wf g : (A) Moderate : 

• Actual protrusion of eye ball. 

• Due to deposition of Retro-orbital fluid. 
N.B. ; Aggravated bv : Ophthalmic vein compression. 

(B) Malignant : 

• Progressive form -of Exophthalmos. 

• Puc to weakness of extra occular muscles. 

Actio! o0y 5 IJnkown cause but may be due to E.P.S. 
— — — — (Exophthalmos Producing Substance) 

A How To JE^mlne_Exo^^hjfmos : 




[1] Neffzher Test : To see the level of Supra & Infra-orbital ridge wi] 

the cornea 

[2] Frazer's Test : To see the oblitration of sulcus of orbital margin with 

slight closed eye. 

[3] Ruler Test : To sec the level of Supra & Infra-orbital margin with 

the cornea by a Ruler . 




Exophthalmometer 

[2] Ruler : To measure distance between lateral Orbital margin 




(See local examination) 



For ® Tremors of I land i.e. Fine. 



<Z> Exagerated Reflexes. 
<3> Warm Sweaty Hand, 
© Myopathy of Proximal 



uscles. 




J Pre tibial myxedema whichls"^ 




ft. 



Nfu?tiplc yellow patches of the skin. 

Due to mucin deposition not due to T T3 or T4. 




{ Chest 





For J Heart Examination shows *v 



II 




♦ t Heart sound & Functional murmur over P 

♦ DiJatation of both ventricles. 



I| 




( Abdomen J For • Liver Enlargement 

• Spleen Enlargement 

# Don V Fonet I (BACK) 



May be associated with 
Iry Toxic goitre 



[Tbe Thyroid Gland] 





.animation; 




J ry Toxic Goitre 



2ry Toxic Goitre 



Grave's (Basedow's) Disease. 

» Symmetrical. 

• Soft and Smooth. 



Young (20-30years). 
The Enlargement at same time of Toxicity, 



e si 



Plummer's Disease, 

• Asymmetrical. 

• Firm and Nod ular. 

• Middle (30-50years). 

• The Enlargement before time of Toxicity 

No (Extreme rare) Eye Sign 



N.B. - iry toxic goitre characterized by CD Pulsation by Inspection. 

© Thrill by Palpation . 
CD Bruit by Auscul tation . 



Investigations 



[A] Thyroid Function Tests. 

[B] Radioactive I 123 Studies. 

[C] Others. 



[A] Thyroid Function Tests 



□ Measurement of serum thyroid Hormones : 

(It is Not used nowadays) because it is not accurate as it affected by fluctuation of 

serum level oi" plasma proteins. 

SP May by (a) False High with t ptn (Pregnancy). 

(b) False Low with 4r ptn (Nephrotic syndrome). 
MEASURES FREE T3 & T4 ARE MORE ACCURATE 




12] M fcifiiy^^ 

Radioactive T3 is incubated with the patient's serum -> T3 will bind to the free 
thyroid binding proteins -> Estimate the number of free binding sites in the serum. 

May by (a) Low with Thyrotoxicosis. 

(b) High with Hypothyroidism. 




[3] IliSucomsifis Jsst s 

(done only if I uptake is high). 

• Norma/ : ,23 I uptake by the thyroid gland can be suppressed by given T3 for 7 

• In Thyrotoxicosis T3 has no effect. 

□ Estimation of TSH in serum : 

♦ Low concentration - Hype rthyroidism & 

□ TRH stimulating Test : 

♦ To exclude hypothalamic lesion i.c i TSH. 
SQ Give I. V. TRH ± If still I TSH hyperthyroidism 

a If increase t TSH -> hypothalamic 




= Hypo thyroidism, 



[R] Radioactive I 123 studies or TC 99 : 

n Uptake studies : 

. Give Tracer dose (5 pci) then measures the uptake by gland alter 4. 24. 48h 
[N - 11 - 55% of Tracer dose] 

So may be 

(a) High uptake {> 55%)^ Hyperthyroidism. 

(b) Low uptake (< 11 %) ■ Hypothyroidism. 



□ Thyroid scan : 



After' given a dose of 1 123 or Tc" the radioactivity of the gland is screend b> 
(GAMMA) camera. 

I 

Show so it Functioning - Hot « Toxic Nodule. 

-> Not functioning ■= Cold - SNG or Malignancy. 



if II s 



mm 



til 



# ■ 



- - 



i 



Thyroid scan 

Of normal gland 



Hot Nodule 

e.g. Toxic nodule 



Cold Nodule 

eg. SNG & Malignancy 



[C] Others : 

(D ECG to exclude Arrhythmia. 

© Blood sugar & urine analysis for elucosuria. 

<2> Serum Ca* & Alkaline phosphatase iff destructio 

® Th yroid antibodies litre (LATS, LATS P & TsAb) 

increased with grave's disease. 
© BMR f with Hyperthyroidism. 
© Scrum cholesterol level : 1 with Hyperthyroidism. 



CD Investigation like BMR, FBI, Serum cholesterol level are not done nowadays. 
© Ti Thyrotoxicosis : 

It is a case in which normal T 4 with high T 3 only, it occur with elderly & 
nanifest with AF & heart failure. 




Treatment 




♦ Medical ttt 



♦ Main ttt. 



Surgical tit 



I > radiotherapy 



♦ Failure of Med. ttt 

♦ Recurrent. 

♦ Huge in size. 



If pt > 45 years. 



♦ As preopera tive 



♦ Main ttt 



♦ Hemithvroitlect onrE 

(Isthmusectomy 

:om 




♦ If Dt > 45 v.w.rs 



I 



fllic Tliyrold f plandj 





Medical Treatment 



* [indications] 




(D irv Toxic : "All Cases". 

© 2rv Toxic : "As Pre-operative preparation". 

(D Children & Younu patient i £fo surgery because of u t Risk of recurrence". 
© Refusal of operation or Bad general condition. 



* Contraindications 



<D Solitan* Toxic Nodule "Because it is Non Hormonal Dependent". 

© Retrosternal Goitre "Because Medical ttt leads to t Size of the gland". 



(3) Pregnan 
® Lactathi 



'Because Medical ttt affect on Foetus leading to Cretenold goitre 



ft 




<D Mental & Physical Rest . 
<2> Sedatives & Tranquilizers . 

CD B. Blocker 



3 



■ Action : (a) Block the peripheral adrenergic features of 

hyperthyroidism . 
(b) Partially decrease Conversion of T 4 -> T3. 

■ Dose : 10 - 40 mg T.D.S. Oral! 



© A ntith yroid drug s : 



[A] jCarbimazole (Neomercazole)| 

■ A ction : (a) Prevents Oxidation of inorganic iodine. 

(b) Interfere with Binding of I; & Tyrosin. 
Dose - 1 0 nig / gh. Q rally till euthyroid state 

Then 5mg/8h. Orally for 1 - 1.5 year. 
Onset : After 7-14 days 

(This means the already formed T3 & T4 not affected). 
Side effects (a) Aplastic Anaemia, 

(b) Agranulocytosis : 

• C/P : Sorethroat & fever are early sign . 

- ttt : Stop the drug, pencilline, fresh blood transfusion & vit 

B, 2 300mg/d 



[B] [Propyl Thiouracij 



more active T \ 



Action : As Carbimazole f X conversion of T4 

Dose : 100 mg t.d.s till euthyroid state then a maintance dose 50 mg/d is given. 
Side effects : (a) Bone marrow depression. 

(b) GIT disturbance. 

(c) Joint pain. 



[The Thyroid Gland] 




[C] |K perch loratel 



Action : It interfere with I 2 Trapping & very s afe & can be 

used with children. 
Dose : 200 - 300 mg/8h. 



cDinnfications of Anti -thyroid M 



CD Allergy ; Itching, skin rashes & vomiting. 

0 f -vascularity -> Tachycardia (A-V) shunt so mislead doctor to 

increase the dose -> Myxedema 
<3> Myxedema : from over dose. 
® Cretenoid : if given during lactation. 




* Indications 



CD lrv Toxic : (a) Failure of Medical ttt 

(b) Recurrence after medical ttt. , 

(c) Hu^e in size. 
<2>2t y Toxic : [The Main Treatment]. 

(J Solitary Toxic Nodule : i.e. Hemithyroidectomy. 



* f Pre-operative preparation 



Long Term 



ratio 



(Then) 



orrqerca2 




• Actions : 



release 



Iodine formation 



® i Effect of TSH on gland . 



• Dose : 5-15 drops T.D.S for 14 days before operation . 

Side Effects : Skin rashes, Excessive saliva & parotid enlargement. 

[B] Short Term preparation : 

IndraJ 40 mg ( 4 Times / day ) 

For 1 week pre-operative & continued for 1 week after 



* Operation] rSubtotal Thyroidectomy ] leaving 1/8 of the gland. 



♦[ Post - operative follow up| 

(D Indirect laryngoscopy before hospital discharge. 
<2> Serum Ca + after 6 weeks. 

Q) Serum T3 & T4 every 6 months to detect recurrency or myoxdema. 
[n.B] , : The common post-operative complication (Sec later) 



{The Thyroid Gland] 




Radioactive 




* Indications 



CD Irv Toxic > 45 years. 

© Solitary Toxic nodule > 45 years. 

(3> Recurrence of Toxicity after surgical ttt. 
Poor general condition. 



* [Contraindications) 



© Iodine Allergy . 

@ Young (To prevent the Risk of Carcinoma) . 



Preenancy n 



<S> Lactation. 




Line of Treatment 



(Radio-Iodine I 131 ) 



131 



■ Action : I * Destruction of Thyroid cells by Beta particle sublethal damage 

160 uci/!gm Thyroid tissue. [N.B. ft ci = Microcuris] . 
2-5 Months. 



f If No Improvement after 3 months. Further dose is give 
Side effects : <D Mvxoedema (80% after 1 0 years). 

© Leukaemia (Doubtful) 

*" TToid Carcinoma 




Medical ttt : No because, It may lea d 



♦ Surgical ttt : Indicated in 2 nd & 3* trimester 



id 



give minimal dose of Propranolol before surgery 
because, It leadsjo destruction of foetal thyroid. 



fB] ( Children & Adolescents 

♦ Medical ttt t The Ideal . 

♦ SureicaJ ttt : Njg to avoid high risk of Recurrence. 

♦ Radio-Iodine .: Nj2 to avoid high risk of Malignancy. 



Thyrocarrifac Patient 

♦ Medical ttt : As Preoperative preparation only by [Inderal or Neomercazolel 

♦ Surgical ttt : The Ideal . 

♦ Radio-Iodine : No Except for unfit patient for surgery. 



Medical ttt : As Preoperative preparation only By [Inderal]. 



N.B. : Thiouracil is contraindicated because of t size of gland 



♦ Surpical ttt : The Ideal . 

♦ Radio-Iodine : Not used. 




[EJ [Exophthalmos 

ffdicalttt: 

<D Salt's Restriction & Diuretics. 
<2> L-Thyroxine may -l E.P.S. 

♦ Surpical ttt : [The aim : To avoid complicatioi 
(D Lateral Tarsorrhaphy. 
(2) Orbital Decompression p^affziger's opera 

By Removal of (a) Part of roof . 

(b) Lateral wall of Orbit . 

♦ Radio Iodine : Not used . 



Thyr otoxic Crisis 

Incidence : Rare Nowadays, b ecause of good preparation & control of 

toxicity before operation. 

Manifestations : 



Symptoms : Muscular Excitability up to convulsion . 
Signs : (a) Temp . = Hyperpyrexia up to 41°C or more. 

(b) Pulse = Irregular & Rapid up to 160/min or more. 

(c) A.H P. = T rSvstole & Diastole} -> Heart Failure. 




Treatment : [Should be Ur 

• Ice Packs to limb, head & abdomen 4- Pyrexia. 



1 Morphia Sedation. 

A.B. -> To prevent chest infection. 

0 2 Inhalation &LV (Hydrocortison) 25mg. 

Beta Blocker (Inderal) : LV drips in glucose under 
ECG screen (Till pulse reached to normal) 
Lugol's h 3cc in 1 000 cc glucose solution. 




Tumors of ..Thyroid Gland 



(Q Benign [Adenoma) ) 

I 1 1 



Papillary 



Follicular 



90% 




I 

6% 

Medullary carc inoma 



Papillary 



Follicular 



1 

Anaplastic 



c 




® Malignan t 



ISL 



1 



2ry (Metastasis) 



Malignant lymphoma 



[The lliyrtifd Gland] 




N.B. 



Benign (Adenoma 



ay be 



CD Papillary Adenoma 

© Follicular Adenoma which is % 



Follicular Adenoma 

y Represent as a Solitary Nodule. 
> Complicated bv Follicular Carcinoma. 




03 



> Investigation [Histopatbological Examination] 

To detect evidence of invasion to capsule 

i.e. Turn to malignancy. 

^ Treatment (IIemithvroidcctoniY> 



Lobectomy + Jsthmusectom 





Follicular adenoma [ 5 Histological ffljflflBS I s 

0 Embryonal type : 

Acini without lumen. 

0 Foe tat type : 

Empty well defined acini 
Q Microfollicular type : 

WeJl formed acini * little colloid 
® Ma crofollic ular type ; 

Well formed acini * Normal colloid, j 

(S> Hurthle - cell type : \ 

Well formed acini + granular acidophlic cytoplasm. 






NB - 1 Papillary Atfenoma : Is usually with papillary projection inside (most pathologist 

consider it as malignant, there is nothing called papillary adenoma). 





Malignant Goitre 



T 



Pre disposing Factor* ) u Risk factors 

Irradiation to neck in children with T.B. lymphadenitis, 

i.e. P apillary carcinoma. 

complicated by carcinoma 

I.e. Foilicuiar carcinoma. 



ficuiar carcinoma- 
Papillary Carcinoma 



Lymphoma. 



Usualiy Occurs De Novo. 



[The Tb«iolil Gla»»<l) 




® 



Types of Carcinoma 



Incidence 



60% 



Children and 
Young Adult 



Sex (> Female \ Male) 



3.5 : 1 



Pathology 



• * 



+ N/Epicturey f . . | • localized & slowly 

growing nodule. 



• ... 



* Microscopic picture 



— • 



Middle Age 



III defined and 
irregular r^mor. 



Pirn 



13% 



Elderly 



1 : 1.3 



E & rapidly 
growing tum or. 



» - - 



• • * 



-* I* 



- • 



Differ en tiation_ 



Multiplicity 



m A I • 



.7 



■ behaviour 

• Hormonal dependency. 

*j 2 uptake 



• Cystic area with intra* 
cystic papillary proje- 
ctions. 

^ Composed of C.T center 
& covered with single 
layer of malignant 

cells with Scattered Ca 

i.e. Psammoma bodlei 



Differentiated 



Mainly Lymphatic 
: It is called 



N.R : 
"Lateral 



Aberrant 



Thyroid" = Thyroid 
with Neck L.Ns 

Metastasis. 



-Hve 

It means multiple 

foci in same or 

other lobe. 
Due to intrathyroid 

lymphatic spread 
i.e. Multfcenterlc 



Thyroid fc Hides with 

variable degree of 
different! snon. 

Vascular Capsular 

invasion. 



Differentiated 



Mainly Blood 
especially Bone. 



♦ Clusters of spindle 
cells which is small 
or giant cells. 

♦ Separated by little 
fibrous tissue. 

♦ Locnl infiltration 
is seen. 



Undifferentiated 



Mainly Direct . 



1 • Prognosis 


The Best 


Less favorable 1 


Very poor | 


■ Mortality 


11% 


24% 


Die within 

1-2. years. | 



I 
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^Medullary Carcinoma J 



Incidence : 6% 

Origirt i Parafollicular (C) cells segreting calcitonin. 

■ Spread : 50% arc lymphatic spread. 

j Some Tumors are Familial 

\ So form part of MEN type 11a (Staple's syndrome) . Which is 

; [Medullary ca.+ Pheochromocytoma t Hyperparathyroidism]. 

*«**«**«* MP- - ■ ■ 

Mani festation *. Diarrhea in 30% due to 5HT (5 Hydroxy Tyramme) also may be 

due to t PGs. 
Investigation : t level of calcitonin in blood. 

Treatment I Total Thyroidectomy + Selective Neck Node Dissection. 





Lymphoma 



4% 




: Lymphoid Elements. 

(May predisposed by Hashimoto's TTr 

fit : RadiotheraDY & chemotherapy [ ABB 




Clinical Picture of Carcinoma 

Age: Usual ly > 50 Years. 




Manifestation* 



/ increase in size with short duration, 
is related to swelling or Referred to Ear. 
i.e. Arnold nerve (Branch from Vagus nerve 
Metastasis As {Liver, Bone, hung, Brain]. 
Symptoms of Infiltration : 

• Trachea -> Dyspnea. 

• Oesophagus -> Dysphagia but (Rare). 

• Sympathetic Chain -> (Homers syndrc 

(Ptosis, Myosis, Enopthalmose, Anhyd 

• Cartoid Artery -> Postural Fainting. 

• Internal Jugular Vein -> Oedema of face. 

• Recurrent laryngeal nerve -> May be ^ 

d Hoarsness of voice if Unilateral afFec 
a Stridor if Bilateral affection. 




Signs :(§) gggrgj, F * am 'H?tfpn : 




■ Examine for Metastasis e.g. Bony Swelling 

1 ocal Examin ation S 

■ Swelling is Tender, Hard, Irregular, Enlarged ai 

■ "Berry's sign" (Absent carotid pulsation). 

■ L.Ns (Enlarged, Hard, 1 51 mobile Then Fixe* 



(£) Atypical presentation 



carcinoma 



Thyrotoxicosis i.e. functioning carcinoma. 
AS S.N.G i.e. Low grade tumor 

Histolog ical surprise : _ 

i.e. suddenly discovered malignancy from histological report ot 

removed benign thyroid. 
How to deal with (see later) 




® 



Staging \ De Gruot staging (Phialdclphia 1989) : Journal of cancer : 

* Stage I : Tumour will) single or multiple intra-thyroid foci. 

* Stage II : Tumour with mobile Neck L.Ns. 

* St use III : Tumour with fixed Neck L.Ns + local invasion of surrounding 

* Stage IV : Tumour with Distant metastasis. 




® (investigations 

R adioactive I 123 scan -> Cold Nodule. 

: For Cysdc (Papillary carcinoma) 
If cystic : Do aspiration 



N.B. : Criteria of 'malignant Aspira A 

♦Hge. 

♦ Residual Mass. 

♦ Rapid reaccumolation of fluid 

♦ +ve cytology for malignancy. 



Bio 





FN AC "Accurate with Papillary carcinoma". 
• O pen biopsy i.e. Lobectomy + Isthmusectomy. 

[B] fl ptection of Dfc tant Metastasis : 

■ Lung : X-ray. 

■ gone : Bone Scan (Mainly with Follicular Carcinoma) 

Liver : Sonar (U/S). 

: (Extremely rare) So No investigations done. 

[C] ngtoption of Compf icfltipng,: 

■ Laryngoscopy for RLN invasion. 

■ Bronchoscopy for Tracheal invasion. 

■ Qcsophagoscoy for Oesophageal invasion. 

[D] Detection of Tumor Marker : 

■ T Serum Calcitonin - Medullary carcinoma. 

■ t Thyroglobulin - Differentiated carcinoma. 



I 



lllie Thyroid Gland) 




Treatment \ Amipling to Opepible or Inop erable 




> Criteria of Inopcrability : 

CD I Jnfjt for surgery e.g. Cardiac disease. 

© Patient with metastasis . 

> Indicated gjjfl Hrf/A 

G> Anaplastic carcinoma. 

<2> Infiltration to vital structures with papillary or follicular carcinoma. 




Management 



Isthmusectomv 




> Accordin 



ve L. Thyroxin. 

♦ Follicular : I 2 uptake 

♦ Anaplastic : give Ext. P^diation. 

> ttt of complications as : 

♦ Tracheostomy if Tracheal invasion. 

♦ Gastrostomy if Oesophageal invasion. 





> Indications : ® Papillary Carcinoma : Because it is Multiccnteric , 

(2) Fuilicular Carcinoma . 

(3) Early Anaplastic carcinoma. 
8) Medullary carcinoma. 

> Postoperative (L. Thyroxine 0.1 -0.2 mg/day) As Replacement Therapy. 
> Preservation of : (D RLN . ® At least one of Parathyroid gland. 



> Removal of L-Ns 



<3> If No L.Ns : No need for prophylactic block dissection of L.Ns 
© Jf few L.Ns : Selective picking of L.Ns. 
® If extensive : Block Dissection of L.Ns. 



> Treatment of Histological Surprise : 

(1) Follicular type : 

a. NfHl.inyasiXfi ' No further surgery if total lobectomy was done. 

b. Jn.Y3Si.YS ! Re-operation to remove remenants of thyroid tissue. 

(2) Papillary type : 

Re-operation is necessary to remove remenants of thyroid tissu 
lymph nodes . 

> Postoperative follow up : 

Eveiy 6 months by thyroid scanning, clinical exam & tumor markej 
(D local recurrence, <2> Metastasis O Complications. 




<2> ( PrOflnOSl» J Depending on ^ 



(D Age > 40 years. 
® Size > 5 cm. 



CD Distant metastasis 
® Anaplastic. 



[The Thyroid Gland] 




Complications After 

Thyroidectomy 




<D 1 Recurrent Laryngeal Nerve Injury \ 



Cause : Pressure on the nerve by <D Oedema & Blood clot 

(2) Accidentaly ligated. 

Man ifestations : 

If ■ Unilateral paralysis -> Hoarsness of voice & dyspnea, 
■ Bilateral paralysis 4 Stridor & Suffocation. 



© | External Laryngeal Nerve Injury 

» Cause : Accid entally during ligation of superior thyroid vessels 
» Manifestations : Loss of high pitched voice. 



CD Post-operative Thyroid crisis (storm) 



Discuss : ( sec before ) 



© Hypoparathyroidism 



■ Ca uses : (D Removal of all parathyroid gland. 

© Interrupt with their blood supply. 

• Manifestations : © Tetany within a day. 

© Typical Carpo-pedal Spasm 

» Treatment : Slow l.V Ca gluconate 10 cc 10%. 



H ypothyroidism 

Removal of too much thyroid tissue. 

(It needs replacement therapy) 

© 1 R eactionary Haemorrhage 

• Cause : Result from continuous oozing (bad haemostasis). 

• Manifestation : Suffocation. 



Treatment : Urgent opened wound in bed. 



A dherent Scar 

Scar adherent to the trachea 



Increase of Exophthalmos 



i.e. progressive 



Recurrence of Hyperthyroidism 



Because of Inadequate removal or Hyperplasia of that has been left. 



[n.c Hiyrold Gianni 




[A] kiffjommjilQiyjrhyrindife 



(Acute Bacterial Thyroiditis) 



• Cause : Rare follows Bacterial infection of Mouth, Pharynx & L.Ns. 

■ Manifes tation : Acute onset of severe neck pain, Fever & Chills . 

■ Investigation : Culture for rarely fonned pus. 

■ Treatment : Antibiotics + draining of abscess which is rarely formed. 



(Subacute Viral Thyroiditis^ "Dequervalns's" Granulomatous Thy rofd»i« 



■ Cause : Viral infection. 

■ Manifestation : Jncidious onset of severe neck pain, Fever QVoChiUs) + 

Swollen, firm & Slightly tender (pain radi ate 

■ Investigations : ♦ t ESR (Erythrocyte Sedimentation Rate). 

♦ 4> TLC (Total Leucocytic Count). 

♦ Tlxyroid f unctions : i I 2 uptake & t production of T4. 
» Treatment : Prednison Orally 



[BJ <4 uto imm un e Th vro id it hi 



(Hashimoto's Thyroiditis) 

i 

■ Cause : Autoimmune (middle age female). 

■ Manifestations : ® Onset is Asymptomatic or Incidious & rarly acute. 

® Mild hyperthyroidism due to destruction of thyroid 

follicles-^ Release of T4 in blood. 
<3) Swollen, firm gland. 



NJJ. ; Jt may he complicated by 

■ Hvpofunction i.e. Excess follicular destruction. 

■ Carcinoma i.e. Papillary carcinoma or Lymphoma. 



thyroid 



from carcinoma. 



Treatment : 0 Repl acement therap y by L Thyroxine. 



symptoms 



leading to pressure 



(Riedel's Thyrodrtis"^ ) CoHaqen disease [ Woody 



Autoimmune (very rare 




I : © Hard (woody) gland from excessive fi 
<Z> Infiltration to surroundings. 
© May be complicated by hypo function. 

Biopsy to DD from Anaplastic Carcinoma. 

Replacement therapy by L-Thyroxlne. 

Palliative Isthmusectomy . 



Definition 



A Goiter which clinica lly appears to be a Single Nodule. Which may be ^ 
<D True solitar\> : If one nodule is Felt & the rest of the gland is not felt 
CD Dominant : If one nodule is felt & the rest of the gland is slight* felt. 



Aet iology 

d> Simple nodule. 
(2> Toxic nodule. 

(3) Neoplastic nodule : a. Adenoma. 

b. Carcinoma. 

® Colloid nodule 




Nodule 



How t o Differentiate? 

♦ History (onset, course & duration) of each cause. 

« General & Local Examination ( for Toxic or Metastatic or Pressure manifestations) 

♦ investi gations : 

[A] Laboratory : 

♦ Thyroid function tests : | in Thyrotoxicosis. 

♦ Thyroid antibodies titre : f in lry Thyrotoxicosis or Thyroiditis. 



[B] Thyroid scan : 

* Hot nodule : Toxic nodule. 



f malignancy 



[C] Neck U/S : 



To differentiate cyst from solid + Aspiration 



[D] Biopsy : 



(criteria of malignancy). 

fi.il in papillary lumor b 
malignant follicular les 

lopsy (Another optior 

the only diagnostic wii 



[E] Tumor Markers : if suspicious of malignancy. 




Treatment 

Accordin g to the underlying aetinlg 

cyst -> Aspiration -> malignant criteria -> proceed to surgery, 
benign condition -> Hemi -thyroidectomy is enough. 

Malignant condition -> proceed to Total thyroidectomy if hemi -thyroidectomy 
was done before. 
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Parathyroid Glands 



Hyperparathyroidism 



* ApJiQlQQV : (3 Types) 



© 2ry Hyperparathyroidism 



(The commonest vari< 
80% or carcinoma. 



CD Tertia 



: Secondary parathyroid hyperplasia due to 
hypocalcaemic states e.g. chronic renal 
failure, malabsorption syndrome 
rathyroldism : With prolonged stimulation the reactive 

hyperplasia acquires autonomy it secretes 
excess hormone without stimulation. 




""""(The disease of Bones, Stones, Abdomen and psychic moans) 
<D Bones : Generalized decalcification of bones - ostitis fibrosa cystica (Von 

Recklinghausen's disease) -> multiple bone cysts -» 
pathological fractures. 
CD Renal stones : Hypercalcuria & phosphaturia cause recurrent renal stones 

&. neplirocalcinosis. 
0> Abdomen : Increases gastric & pancreatic secretion by hypercalcemia 

may precipitate Peptic ulceration or Acute pancreatitis. 
® Psychic moans : Common in women. Restlessness, irritability, 

personality changes and even neurosis may 

occur. 

* lnves|igaiion§ : 

(D I nvestigations for hyperparathyroidism : 

Serum Co* & P04 : f Ca~ I Po4 . 
Urinary Co* & P04 : T Ca M t Po4. 
Radio immune assay for parathormone, f PTH 
X-ray bone : multiple bone cysts 

© Investigation for localization of parathyroid glands : 

Ultrasonic scan : 

• CTscan (Very helpful) 

• Thallium" Technetium 99 subtraction scan : 
The Idea of this test is that Tcm w is taken only by thyroid gland while 
Thallium 20 ' is taken by both thyroid & parathyroid gland by 
computerized subtraction of the two captured images, the parathyroids 
appear as hot spots. 

*Tr_eatnie!i!.: 

© Parathyroid adenoma -> Resection of the adenoma. 
<2> Parath yroid hyperplasia -> Resect the 4 glands and implant part of one in 

stemomastoid muscle to facilitate its re-exploration if needed. 





1994 



. Discuss Anatomy of Thyroid Gland 
■ Discuss C/P, Investigations & m of Toxic Goitre 
• Discuss path., Investigations & ttt of Malignant Thyroid 




(10 Marks) ^1* 

(15 Marks) ^jjj 
(30 Marks) 



Cl99S) 



ve an acc 



it 



on Complication of SNG 



(1 5 Marks) 




Discuss Complication & ttt of SNG 
iscuss Complications of Thyroidectomy 



(1 0 Marks) 

(15 Marks) ^jjj 




1997 



•Discuss the ttt of Diffuse (lry) Toxic Goitre 



(15 Marks) 



1998 




Anatomv of the Tbvroid 



(10 Marks) <M. 




Discuss Path, of 



commonest 3 types 



JJjyroid. What are the differences. ^ Marks ) ^ jjj 





pjscuss post-operative rom plications of thyroid gland 
Discuss C/P of Thyrotoxicosis 



(15 Marks) 
(15 Marks) 



jscuss Post-operative complications of Thyroid g 
• Discuss Origin, C/P & Treatment of Thyroglossal 
, Discuss Pathology, C/P & Investigation of R.S.G. 

2001 I 



Discuss complications of S.N.G. 
• Mention DD & Investigations of solitary thyroid nodule 



(10 Marks) 

(10 Marks) 
(10 Marks) 

(10 Marks) 
(15 Marks) 



2002 



Discuss Post-operative complications of thyroid gland 
Discuss complications of S.N.G. 

Discuss Management of solitary nodule 



HO Marks) 
(12 Marks) 

(1 2 Marks) 



2003 




Discuss complications of S.N.G. 

• What arc risks & precautions with toxic goiter 

• Discuss thyroglossal cyst 
Di scuss p ath , C/P &managcmcnt of cancer thyroid 



Discuss Anatomy of thyroid gland 
Discuss clinical presentations of Hyperparathyroidism 



(9 Marks) 

(9 Marks) ^tijf* 

(9 Marks^JUjs 

(20 marks) 



( 20 marks ) ^ 
, (20 Marks) J6 j*> 



Chapter CllJ 




(Diminished 




Limb Ischaemia 



Definition 




Diminished arterial hlond supply 

sufficient to interfere with nutrition and 
functions of the Limb. 



Aetiology 

Due to arterial occlusion by trauma or 
vascular disease. * 



Types 

It may be 

♦ Acute Ischaemia. 

♦ Ch-onic Ischaemia 



The Effcc* of Ischaemia Depend Upon 

CD The Degree of Arterial Occlusion : 

• Partial : Mild Ischaemia. 

• Complete : Severe Ischaemia, 
© Ihe rate of arterial occlusion : 

• Acute : Sudden Ischaemia. 

• Chronic : Gradual Ischaemia. 



Superficial 
Femoral a. 



Popliteal a. 



Aorta 



'Common Iliac a. 



Int. Iliac a. 
"Ext. Iliac a. 
ommon Femoral a 



Deep Femoral a 



Ant. Tibial a. -4 



Post. Tibial a. 



The Arterial Blood Suppfy of the Lower Limb 




Q> The Tvne of artery for (Collateral Circulation). 

• Some arteries have good collaterals as Subclavian artery & Iliac artery. 
Other arteries have poor collaterals as Brachial artery & Popliteal artery 
\ilure I Cardiac output T Ischaemia. 
r -> t Oj t Ischaemia. 



® Smoking T Ischaemia. 



Improve collateral circulation. 

er -> Maintain spasm -> t Ischaemia. 



(Arterial Disorder*] 




D efinition 

Sudden Total occlusion of a previously patent artery suppling a limb. 



Aetiology 



mbolism 'The Commonest" . 




*(A>- 
*(§)- Arterial In juries. 

(Q. a rute Thrombosis On Top of Atherosclerosis 
- As Complication of Dissectin g Aneurysm. 

• 

(g). Phlegmasia Alba Dolens . 



Compression on 



e.g. Tourniquet, Fractured bone etc 



Pathology 

a- Stafe occlusion of an artery Reflex spasm of the near by vein -> Tissues 
"^Tll be loaded with fluid 4 WGanerenel it will be moist aseptic. 



b- 




JExtent 

damage within 6 hours 
Skin -> Moist aseptic gangrene 




Clinical Picture I [ 6PS] t > 



/toil : ♦ Sudden onset 

~" ♦ Bursting or Cramo like in character. 

♦ 5tortSf <rt point of occlusion. 

♦ Shoots distally. 

♦ t By Movement or Warmth. 



en t in some pattd 



N.B. : The 

Because of rapid onset of anaesthesia. 

■ Pallor : Which is replaced (later on) by Mottled Cyanosis £u£i2 accumulation 

~" of deoxygenated blood. - 

■ pulselessness. 

■ garaeslhesia : Cutaneous hyposthesia progresses slowly to be fr^nk 

anaesthesia* 

Jfor^Sil a Paralysis : e.g. Paraplegia occur with occlusion of " Aortic Bifurcation ". 



=- • 



Progressive coldness 



i 



• 



[Arterial Disorder*] 



CompHcatlons | li:^]^^ SS£2i3 



^Ac-fe P<**a&*<y*K (&*J<Jk OOtlttohki* 



Sequelae of Acute limb Ischaemia 



Sec ondary Distal T 




: After circulatory arrest -> widespread 

distally -> Intravascular Thrombosis . 



Perip heral O edem a : especially after revascularization, because of associated 

thrombus (B^T) of the affected limb. Also the clot may 

dislodge & f risk of pulmonary embolism. 

■ NsrvsLlsc hS^mlM : Impaired nerve conduction. 




N.B. : Nerve damage never occur 



Muscle: [Compartmental Syndrome s Muscle Compression Syndrome] 

Prolonged ischaemia -> Oedema -> t Pressure inside the fascia] 
compartments of the leg especially after Revascularization -> t 
Impairment of arterial flow -> IT Ischaemia. 

( ^N.B« : Irreversible Muscle damage within 6 hours^ l 

Skir^: Gangrene occur if skin neglected without treatment (r 

( ^N.B. : Can grenc occur within 24 hoursj l 

Recovery : Leads to development of clinical picture of chronic 

Ischaemia, 





rterial Embolis 

f Embolfc fschaemial 

* Dcifin Elian g Sudden impaction of an embolus in a narrow blood vessels 

mmm wmm flH 

* Incidence : Commonest with cardiac patient . 



* Pathology 



[Congenital, Rheumatic II.D, Infarction 
See before + % 



Q) C Source of an Embolus) 

(D Lt Atrium : MS with AF. 
CD Lt Ventricle : After Recent infarction 
CD The Aorta : From an Aneury sm. 
® Valves : If Subacute Bacterial Endocarditis. 
© Paradoxical Embolism : (Rare) If ASD or VSD. 

<S> Atheromatous plague from . atheromatous vessels 
0Rare : Air, Fat, Amniotic fluid, Clot or Tumor ceils. 




(5) (site of Impaction) 




of vessels) Due to ^ 



7rt 



©Decreasing in Diameter. 

© Slowing in Blood Circulation. 

CD Turbulence of Blood Flow. 



N.B. : Saddle Embolus : 



Embolus impacted in the aortic bifurcation 




* Clinical Picture : 

" M before [6FS1 But ^ 

• Examination of heart may reveal the cause. 

* Complications : 



As Before But ^> 



poor 



O Jieflex V.C of Collaterals. . ( - HV* 

(5) 2rv Thmmhosis includinc Collaterals. ^ 



of embolism may block Collaterals 



* Differential Diagnosis i 



(T) fl fu*e Arterial Th rombosis i.e. Thrombotic Isthaemia. °* e-, *' h * V 




(Z) pfilcttmasja Alba Polens. Massive venous thrombosis of Ilio-femoral 

vein with ArteriaJ spasm . 

* Investigate ons : 

To Detect The Source of an Embolus : (Evidence of valvular lesion). 

• ECG. 

♦ Echocardiography. 

(r) Tn Delect the Level of Arterial Obstruction : (Angiography). 

• DupplcrU/S. 

* Duplex Scanning. 

* Treatment : ►' 



[Arterial 1H h orders] 



TrcatnicfiQ^ [Embolism Is a Shi 




(X) Mtfltflt EmbolectDtity ; a 4 ^ 




' Anaesthesia : Better under local anaesthesia (may be spinal anaesthesia). 
• Pre-opera ti gg T hnmedi a t c Hcparinization Prevention of propagated thrombus 
* Operative : ( Tmholectom ij 1 1 oyartij Balloon Catheter] 




7/ /wis/ &g w ithin 6 hours to save the limb. 
B 




if done after that time called Delayed Em bolectomy 
The only value of Delayed Embolectomy k lowerins the level of Amputation . 
Because of irreversible muscle damage which occurs 



«:-.. 



(1) Sudden Death 



same 



Due to pulmonary Embolism. Because | time 
of venous spasm -> Thrombosis -> | (3) Putting JVC Filter 
Pulmonary embolism Death . 



Compartmental syndrome 

i.e. Muscle Compression Syndrome 

As before . 
(3) Reper fusion injury : (Kidney & Heart). 

Due to passage of large amount of 
Myoglobin & K* from ischaemic 
Muscles leads to Renal Shutdown or 
Cardiac Arrest 



Fasciotomy 

Done to save the vitality of the limb 

i.e -l Tension. 

O /. K Manitol t Diuresis 
0 L K Insulin + Glucose -> 

tintracclJular shift of K 

<3> Dialysis If Anuria, 




B. : In case of : 



(a) Femoral Bifurcation Block 

(b) Aortic Bifurcation Block 



Femoral Arteriotomy 
-> Bilateral Femoral arteriotomie 




ft 



• Post-operative i Heparinization (Continued till cardiac conditions is assessed) 



N.B.V A Completion Angiogram (should be done) 

• To be sure that all emboli have been removed. 




TIT 0 f £\ofC frfbdOa^ 



5tx«rc 1 



[Arterial DIaordend 





(E) fgb rfaolysfag, : 

fRecent ) i.e. No surgery. 

■ As Streptokinase, Urokinase & Jissue Plasminogen Activator (TP A) 
• They are riven I.V or I. A through a catheter. 
N.B. Heparin should not be used at same time. 



(£) A m P utat ' Qn : If Established gangrene. 




Arterial inju 



* Definition : Sudden interruption of arterial supply of the limb by injury 

* inclriencg : Common Nowadays due to % 

m ' [t Car Accidents, tWar Injuries & Iatrogenic as Invasive Investigations]. 

* Aetiology 8 The Injun may be . 

■ Open injury : Stabs, Bullets etc... 
Closed injury : CD Pluster or Tourniquet Compression. 

© Following Arterial Cannulation. 
<D Fracture Dislocations with Arterial injury 

e.g. Supracondylar fracture Hum erus with Brachial a. Injury, 
or supracondylar fracture Femur with Popliteal a. Injury. 



* Types s 



Arterial Injury 



Without Division (No Bleeding) 



® Arterial Spasm 



Due to Arterial Irritation by blunt 
trauma or missile near the artery. 

Associated with Intimal Tear but 
not diagnosed as a cause except 
after exploration. 




(g) Arterial Contusion 

• D ue to Arterial contusion 

• Associated with ± Superadded 
thrombosis. 




With Division (Bleeding) 




® Complete Division 



Both Ends bleed profusely but 
soon the bleeding decreases 

because of 3 & 

♦ pte intima Curls inside Lumen. 

♦ The Media Contracts. 

♦ Tfie Divided Stum ps Retract 

The pulse is lost Distally. 



@ Partial Division Q 





71ft g Bleeding will continue 
(Pulsating Haematoma) the 

bleeding not stopped because 
of Contraction & Retraction of 
the arterial wall, -z* j^.^ *V -V 

The pulse wi?a/r Distally 




(Arterial DIso 

* Clinical Picture t*>f t f < , ; Al . J? C\ 

_______ (J per****** ( AJb^3 ** e^(u^^ 

w ^^P* History ol Ttrauma 

• Cencral Exam as vilal signs to evaluate the blood loss. ! 
j • Local Exam 



stuns: as oeTore |or:>j 

igns : not specific because of small or moderate sized Haematoma 



not pulsating 



■ 

* Investigations : 

m m mm v ^^sW ky^^mi m^^m s^s* 

fAI fn patients with Hard signs z 

Immediate surgical exploration is indicatd. 
|B| In patients with Soft stif ns : 

( 1) Plain X.ray : to detect foreign bodies ( bullets )or fractures. 
( 2 ) Doppler & Duplex : to detect col lateralcs. 
( 3 ) Angiography : The most Accurate 

* Treatment : 

C5) Fir st Aid Tre atment : 

■ Temporary control of bleeding by CD External Compression. 

(2) Elevation of Limb. 

<3> Tourniquet : Simple, Rubbci rfle^uv. 

■ 4Anti CD Anti- shock measures. 

© Anti-biotics. 



■tetanic serum 



serin 



• Associated fractures must be fixed to stabilize the repair 





Treatment : [I) Immediate Exploration * fv*^ fc, ft*-*** 




PJ) Fajciotomy (to prevent Compartementa! 
According To Tones of Arterial Infnni i 




[A] ^He rial ^j^p jj qp ,; (D Intra-arterial injection of pap averine . . 

© Intra-arterial injection of Heparin in saline 
^ If Not successful : 

Forcible dilatation by Fogartv Catheter is performed 

^ If Not successful : 

Arteriotomy to detect intimai tear. 

If present Excise the spastic segment then 

saphenous vein grafiis performed. 
[B] A^X^l!QSS^ii9M : Excision of contused segment then 

saphe nous vein graft is performed. 



© ArtMaUAJiiry wlin DlvlsHtB > 



fAl ComDlete Division: • No gap : Direct End to End Anastomosis, 
fej&i ,> • Gag : ♦ S mall Artery : 



f \ Natural (Saphenous vein) Graft 

♦ Lar ge Artery : 

Synthstis (Dacron o r Teflon) Graft* 

IB] Partial Dmsiof}.: • Lonpitudlnal Tear •» i ff _ ) 

♦ £m<;// Arterv\ Vein Patch Graft. 



Small Artery : 
♦ £arpe Artery : Direct Suture. 
• Transverse Tear -> Q Q ) 



♦ <# Circumference : Direct Anastomosis 

♦ > V* Circumference.. : Turn it into Complete. 



N.B.: 





Damaged main veins should be repaired. 
Damaged Nerves can be repaired or left for another sitting 




Slowly Progressive Arterial Obstruction. 



Aetiology 



[A] Above 45 years : 

Atherosclerosis is the commonest cause . 

|B| Below 45 vea rs t 

♦In non Djatetfcaj: 

I inMahes : Burger's disease i.e Arteritis. 

IL In Females : Ravnad's disease i.e vasospstic disease 



* ln_ Di a_b e t 

Diabetic foot & Gangrene. 




* Definition : 



Dc generat ivc arterial disease due to aging process affecting 
the whole arterial system . 



* Incidence : 





40 years* 
• Sex : Male > Female 
■ Risk Factors : 
Hyper tension 
Hvper cholesterolaemia 
Hyper trifilycerides. 



Obesity 

+ ve Family H. 

Heavy Smokers 




[Arterial Disorders] 




* Pathology : 



■ It is a Generalized Disease : 

Affecting Large & Medium sized vessels. 

■ The l n pathology called "Atheroma" : 

O Started as an elevated yellow plaque on the Intimal surface of the artery 
<2) Subintiiual layer shows Accumulation of lipid & C.T matrix. 

<3> The Media & Advcntitia shows fibrosis. 

N.B, : The plaques may be calcified so be apparent by (i-ray). 



* Clinical Picture: 

■I mm W tmmmm MM «— MB 

"Press And See How Colour Fades " 



PS 

2. 3 



(P)= Pain 



P ©tin). 

A (Arterial pulsation). 

S (Skin & Sensory changes). 

H (Lost Hotness). 
C (Colour changes). 
F (Functional changes). 

* &<W\fT*W. ^ Skill 1^ 





* Characters 



C rnmp Like pain 




• Burning pain $g 



-J - <«MJ 



f S'dt.: 

* ■ • ■ 

Depending on 
. occlusion 



-y\'' 



Increased by 



Glutea l ■ Claudications due to *fc 

Aorto-iliac Occlusion. 

Thigh = Claudications due to *fc 

Ilio-femoral Occlusion. 

Calf - Claudications due to 

Femoro-popliteal Occlusion. 

Sole 83 Claudications due to ^> 

Poplitio-tibial Occlusion. 



• P° ot (Dorsum > Sole) 
Because of dorsum of foot 
less vascular than solo 50 
more affected than sole. 



4 « Vfa 



. -4' 



Walking & Warmth 



Elevation of limb & Warmth 



Decreased by 



Rest 



■- 



►Lowering or Uncovered limb 
or Rubing the dorsum of foot 



De 




According to 1 ^ 



fBoyd's Classification] 



Continuous and Severe 
i.e. prcftangrene. 



i 




♦ Grade I 



♦ Grade TI 



•Grade III I 



(Boyd's Classification ) 

-> ±^±± * Pain starts on walking but gradually ^ by walking 

Uso -> Good Collaterals. i.e mild ischaemia. 
*= Pain starts on walking and gradually t by walking 

so -> Poor Collaterals. i.e. moderate ischaemia. 




= Pain starts on walking but force the patient to stop 
walking so -> Severe Ischaemia. 




N.B. : 



Intermittent Claudication Pain Abo Characterized by : 

• Claudication Distance. Distance after which the pain is ie 

distance the advanced ischaemia. 

• Claudication Time : Time after which the pain is felL 

• Rest rune : Time of Rest needed to start walking again. 



The shorter the 



(TCy— ^ r[al Pulsation : ■ . 

^ "^[ aii accessible Arteries all over the boilii are palpafed l 



istal Arteri 



Isation 4 May be diminished in amplitude or absent 



r^y-Ch ftkip Changes : 

(Tro phic ChaiMies] 





♦ Loss of Hsil. brittle Nail and dry scaly Skjfl. 
Interdigital infection, i.e. Tinea Pedis. 
Ulceration over pressure sites e.g. site of big; 
toe, heal & tips of toes, also tapering digits 



* Paresthesia "Gradual loss". 

♦ Tingling & Numbness. 

[rvnmhic Tc pii>eraUir gJ 



m 




.dU 



♦ Should be bilatera l starting with normal limb. 

♦ Before examinat ion of temp, let the limb uncovered for 5mm 
T\i avniH false covered warm limb. 



N.B. : ransM of False war 



CD Covered limb. 
© Infected limb. 



ischacmic limb : 

0) Under ttt by Sympathectomy 

® D.M. "Auto-sympethectomizcd pf 



♦ Detect the level of change of temp - level of obstruction. 
By palpation from distal to proximal 



fry— r^jnur Changes 



fTh«. pf. I» IliillQ dOVTl 



-> fart 0»<" 



, /flrmfl/ Colour indicates -> Mild ischaemia. 
plural Chances indicates^ Moderate ischaemia. 

rgpr s Test (Elevate the limb gradually) 

> Normally, limb not affected by elevation. 

> Elevation of ischaemic limb cause Pallor 

Cyanosis . < 





t bfoJ 



Angle : It is angle at which. 
Limb becomesESlS on elevation from horizontal. 
Sa : The Smaller the angle the advanced ischaemia 




Fixed Colour indicate -> Severe ischaemia (Pre gangrene). 



(Arterial Disorders] 



N.B. 



: © Capillary Circulation Test : (When we press on nail bed 

• Normally ; Blanching then rapid return to normal colour. 

• If Delayed : Ischaem ia. SUm^i \ W ^ ^ C ■ <* • ■ o 

• JfJVo Return : Gangrene. 

(even the black colouration not present). 



N.B. 



: (2) Harvey's Venous Refilling Time '/ 

• Elevate the limb till vein empty then allow dependency 

time of filling veins. 

• Normally : (5-10) sec. 

• /F(a) Mild (10-30) sec. 

(b) Moderate (30-120) sec. 

(c) Severe (>120) sec. i.e. > 2min. (Pregangre 





♦ Motor Disturbance 




Gradual atrophy & loss of strength of the muscles. 

1* muscle showing atrophy of the lower limb is Vastus Medial is muscle 

Disturbance = Impotence [Leriche's Syndrome] . u u. ik ^ t 



eluded both internal iliac arteries 
Artcrv which suoDlvinc nerve erimi 



(S2,3) which responsible for Erection ^ 



* Investigation* s 

FT] C HnleaLin ves tiqa tl o qfl : 



(7? Clinical Tests To Determine the Decree of I schaemia : 

■ Degree of Pain : © Claudication Time. 

0) Claudication Distance. 
© Rest Time. 

■ Colour Changes : ©Burger's Test & Angl 

© Capillary Circulation 
<3> Venous Filling Time. 
(II) Clinical Tests To Determine the Level of Ischaemia 

Judication Pain, 
i Syndrome. 




Level of Coldness . 
Level of Absent pulse 

nvestiafltffl f)? 



(I) Urine Analysis : For Sugar. 

(II) Blood : 

■ Complete Blood picture for Anaemia. 

■ Blood Sugar Curve for D.M. 

■ Blood Urea & Kidney Function Tests. 

■ Serum Cholesterol & Lipid. 



13 




natiqationft 



. ay 



4S 



if Direct Arterial Surgery is indicated. 




■ Value : Shows <D The Condition of arteries. 

© The. Site & Length of obstruction. 
<3> The Collateral circulation. 
O) nistal Run off CA#fr*0 ie- distal flow beyound 

the occlusion. 

• Methods : <D Direct Percutaneous Femoral Artcrigraphy. 

© Direct Trans-lumbar Aortography. ' < 
(3) Ante-grade Trans-brachial Aortography. ^ *- 
® Retro-grade Trans-femoral Aortography, dfr <* * ^ 



3** 



J- 





used called 




■ Hazards : <D Dissecting Aneurysm 

© Haemorrhage. 
CD Spasm & Thrombosis, 

® Dislodgement of plaques - 

© Idiosynchry to tlie dye. (f^^'^D 




lisra. 



Digital Subtraction An eioeraph 



Less Invasive. 

The day is injected I.V to reach the heart men 
Computerized subtraction image. 
Needs computer for inter-pretaticn. 




(j j I) Ma gnetic Resonance A rtzioeraphy 

■ Less Invasive. 

■ No dye used. 

■ More recent & More accurate. 

Ijflj jnglri 1 ^"^ 1 Investigations : 

• * 

(I) ECG & ECG Stress Test : (Dcmonestrating) *b 

• The Coronary Arterial Disease. 
■ The Condition of Myocardium* 

(II) Doppler Ultrasound : fit's value) 

♦ To Detect 

<D The blood flow along an artery in which the pulse palpable or not, 

_ _ 4 

© Degree of ischemia. 
® Site of obstruction. 

♦ To Measure (Ankle-Brachial pressure index) 

^ 0 L Which is the Ratio between pressure in both ant. Tibial Artery 

i.e. (Ankle) & Brachial Artery Which is norma lly > 1. - i 

• If < 0.9 = mild to moderate ischemia . 

• If < 0.7 = severe ischemia . 

• If< 0.3 = Impending gangrene . 




(Arterial Disorder*] 



(HI) Coloured Duplex : 

♦ The mo st im portant investigations. 

♦ Ft combines imaging of vessels & reveal blood flow. 

♦ Coloured image shows 

CD Blood flow. 

© Degree of ischemia. 

<3> Site of obstruction (Image) 

<S> State of collaterals (Image) 

© Velocity of the flow. 

(IV) Pleth ysmograph v : 

♦ Through application of a cuff over the limb, which is attached to a painter 

over a drum. 

♦ It can draw a curve representing the changes which depend on the arterial 

flow in the limb. 




* Treatment : 



Conservativ e [No Rest pain + Distal Run off) 



(b) Endftvascular surgery 



fa* i ft** 4 +. firth *b<6-l toefex) 



Percutaneous Transluminal balloon Angioplasty (P I A) 

Arterial Stent. 
LASER Angioplasty. 



(See below) 



(£) Operat ive (Surgical] 



Rest Pain 



Run off 
(Arterial Reconstruction) 



Thrombo-end 



tcrial 



No Run qff 

(No Arterial Reconstruction ) 



Profunduo- • Sympath- 



igrene 
Toxaemia 



fr i* u^^Vv Anatomical 

V By pass 



Extra-anatomical 
By pas j 



(3 ofwv 



Surgical Chemical Amputation 



Indications : © Mild Ischaemia • No Rest pain. 

• Distal Run off (Feasible). 
<Z) Contraindicated to surgery as pt With Heart lesion, or Advanced malignancy 



Methods : J UP Relief of Symptoms J 



©hi aprove General Health & Tissue oxygenation : 

• Correction of A naemia. 

• Correction of Any associated lesion e.g. Heart Lesion. 

Q> Pain Relief : 

• Claudication pain : Morphia (Better Avoided) i.e. Addiction. 




i*j6>"0 © Protection of Ischaemia Parts : 

• Carefully Washed, Dried & Powdered ischaernic parts 

with uses of Suitable Shoses. ^ 

• Nail & Corns are cut continously. * 
® Improve Blood Supply : 

• V.D. dnies as Trental or PGEl 

• Antiplatelets Aggregation as Persantine or Aspirin, u 




CBJ | Progression of the disease I 



<D Stop smoking & Regular exercise i.e Burger Ex cere is es 
0 Proper control of D.M, Hypertension ...etc 




Endovascular surgery 





Indications : 

Day case surgery (No hospital slay) 

CD Suitable only for l ocalized occlusion in a large 

© Suitable for unfit for surgery. 

Rut restenosis or thrombosis may occur later. 



odium sized vessels 





<£> Pe rcutaneous Transluminal balloon Ang ioplasty (FT A) 

_ duced at site of narrowing ol 

the blood vessel. The balloon is inflated to dilate the stenosed 



m 




segment. 

\ ■ y Rarely successful with arteries below knee or segment > 10cm. 

(2) Arterial Stents : (After balloon dilatation) 

A stent is introduced to keep the lumen patent 

(S> L ASER A nzioplasi 

Destruction of the atheromatous plaque by LASER. Through vaporization 




» 1 • r* 





run 



0* 




StructlQf] : Indicated with fReat pain + Run offl 

I 




As Above [Rest pain + 

Localized Obstruction. 

.- . 




Tecbuique 




****** 





thrombus & thickened 
a leaving a patent lumen. 
The distal intima should be attached to 
arterial wall by interrupted sutures to prevent 
iVs dissection later oil 
tcr closing the patent lumen will be endothelialized. 



The Instrument which is used called 




idications : CD AsabQvg [Rest pain * Run off). 

© Multiple Lesions. 

CD T^irge & Medium sized Arteries 




Technique ; 




;• Anatomical By pass WM > 
•• (Fit Patient) 



Extra-anatot 



by pass 



4 • 



e.g. Aortoiliac Block r <> 



e.g. Bilateral 

Common Iliac Block 



e.g Unilateral 

Common Iliac Block 



e.g. Femoro-popliteal Block 



ii 



9 f 

M 



I 
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■ Jvnes of Grafti : 



Axillo-femoral Graft 



'emoro-F 



A 

[e.g* Aorto-IUac Graft], ( to 'W ; > tyk hJLj) 

■ It may be (a) Teflon or Dacron. 




(b) Poly Tetra Flouro Ethylene (PTFE). 






eversed long Saphenous Vein 
At/I , : Reversed to avoid obstruction by 

(b) In situ long Saphenous Vein 

NJL • Valves are destroyed 





[Arterial Disorder*] 






fslon Arter 




ImlicateiMlh P ain + No Run off] 




Indication* <D As Above [Rest pain+ No Femoro-Popliteal Run off]. 





femoral block. 




Dilatation of (P.F.A) to give 
adequate blood supply to lower limb 
Using venous patch. 
As Atherosclerosis may affect the osteum of the profunda only the main 



trunk is healthy. 




Bthoctontv : 



\\\ 



& 1 / > " 





: <D As above [Rest pain + No Run off]. 
© After Amputation to help wound heaJing. g T „ R J 



Raj 



Technique : CD Ejj : 





(Preganglionic Section of Ljj Ganglia). 
: \Chemicah 
(Paravertebral Block of \^ Ganglia). 

(a) Temporary : 1% Lignocain as test to show 

patient suitable or not to surgical 

sympathectomy. 

(b) Permenant : 5% Phenol in H 2 0 



: 




pi 

Indications : 0 





of adjecen 






© If Lin e of separation & demarcation are well 

: O Excision at line of demarcation. 
<2> The skin should be neither redundant nor underte nsion. 




[H] | Urgent High A mputation 

: CD If Spreading gangrene. 
<2> If Uncontroled Infection & Toxaemia. 



Technique : (D 




utation 





Arteritis 




"See below" 



® Infective Arteritis may leads to aneurysm. 

<3>End Arteritis Obliterans of ($ & rarely T.B) not seen because of successful treatment 
® Takayasau 's Arteritis (Auto immune disease, affect young female & Treated by Cortlson). 
® Polyarteritis Nodosa (Collagen disease, Associated with Scleroderma &. Systemic Lupus). 
©Purpuric flumenans i.e. Purpuric arterities. 




* Definition : 

In flammation & Thrombosis of small arteries and 
veins with perivascular fibrosis which blends 
(Artery, vein & Nerve) into one 
early Neuritis & Severe Rest pain. 

* Aetiology : 

Un knownj iut may be foliated by Spasm & followed by 
thrombosis & perivascular fibrosis. 

inly due to Smoking . 




* D.D : 



Tt — i 




■ A 



} u dfcease 



Incidence 





Common (> 40 years) 
[aies. possibly Fems 




♦ Rare (< 40 years). 

♦ Male 95%. 



Atheroma & Thrombosis, 
C alcificati on. 



♦ Inflammation & Thrombosis 

♦ No Calcification 



« 1 



i f 



♦ No Upper limb ischaemic sympfc- 

♦ No Superficial Thrombophlebitis 

♦ Calf Claudication. 

♦ Absent (Popliteal pulse). 

♦ Late Rest pain & Massive gangrene 

♦ No Raynaud's Phenomenon 



Upper & lower limb arc involved. 
Superficial Thrombophlebitis. 

♦ Sole Claudication. (Early) 

♦ Present (Popliteal pulse). 

♦ Early Rest pain & limited gangrene 

-4 

omcnon. 



s • 



) Investigations 

♦ X-ray 
♦ 



/5; Treatment 



Calcification. 

Irregular Narrowing of main arterie 
Proximal block & distal Run ofF. 

Stop Smoking -> i Disease. 



No calcification. 

Not needed because of 

Distal block with ng run off. 



4 



♦ Sympathectomy (No Value). 

♦ Urgent High Amputation. 



♦ Stop Smoking (The Main). 

♦ Arterial bypass (No Value). 

■ 

♦ Sympathectomy (The Best) . 
Conservative Amputation 



tV © Ra ynaud's Disease "See below M 

<S> Acrocaynosis. 




® Erythocynosis Frigida. (Bazine Disease) 
<S> Erytkromylagta. 
© Sudeck 's Atrophy. 



* Definition t 

mmm H 0> 

Vasospastic disease affecting digital arteries. 

* incidence I 

7/ TffZts young female, Bilaterally & In Cold Weather, 

* Aetiology t 



Unkown . But may be arteriolar 




ity to Cold. 




* Clinical Picture s 




urin 



the Attacks : (3 phases). 

Pallor : Due to Arteriolar spasm 

Dull aching 

• Cyanosis JDue to spasm -> t Metabolites -> Congestion & Cyanosis. 

~ Burn In 



• Rubor : The attacks end & the arterioles relax. 

N.B. ; Pain is disappeared 






; © Brittle IM- 
<2> Loss of Hajr. 

0) Dry & Scaly Skin. 

• Superficial Ulcer 

if digits tips 

* Management : Only successful in early cases. 




: [Avoid Cold + Vasodilator drags as TrentalJ. 



Sym pathectomy : With seyj 

i result immediately occur but after few months, mild sensitivity 
returns, i.e. Raynaud's disease not due to sympathetic overactivity. 



N.B. : 



n = (known cause) 2ry to 



® Occupations using vibrating tools as Drills, typists or pianists. Or associated 

Rheumatoid arthritis & Thoracic outlet syndrom 



Burgers 



V.l) 



y( patients arc susceptible to serious 
foot infection & gangrene. 

* predisposing Factors : // may be % 

■ Vascular affection : 

♦ MQlQLy£&§vh*Jx Atherosclerosis i.e.J^ Macroangiopathy. 

tels as Arteritis i.e. 




■ ^peripheral Neuropathy 




♦ This mokes the patient tinware of injuries. 

♦ Also makes him neglect the Trophic changes. 




JSsX&sdJhl t Blood sugar which act 
If seyer& -> Mfikl septic gangrene. 





gangrene 



* Aetiology: May be due to one of the followine or Mixed 

wmm m— ^— ■ 9 

» Pure Infection with No vascular affection -> 

■ Pure techaemia with No infection 4 J2D1 gangrene. 
Pure Neuropathy . 

* Cllnlcal^Ptetara : 

■ History of minor trauma of foot. 

■ Foot infection, Offensive odour & Black discoloration if gangrene occur, 

■ Complication as Osteomyelitis. 

* Investigation : 

fl^B ^P^fc 

■ Urine Analysis & Blood Sugar Curve 




Culture 



arge. 



X-ray on foot for 






[1] Prevention : Treatment of all Predisposing Factors. 

: \$ foot infection not 
after draining of pus]. 
0 Draining of pus. 

<2> Proper controlc of DM. 

<3> Antibiotics according to Culture & Sensitivity Test. 
® Excision of gangrenous parts. 
© Glycerin Magnasia dressings. 





[3] Treatment of complication ; 



♦ Conservative Amputation if osteomyelitis. 
Or ♦ Urg ent High Amputation if marked gangrene & toxaci 



ma. 




Death 



Aetiology 



CD 2rv to Arterial obstruction [Acute or Chronic]. 
<2) Venous eansrene "Phlygmasia Cerulae Dolans". 
0> Neuropathic eanerene "Leprosy" 

® Infected : [ Infective )6 gangrene & Gas gangrene]. 
® Traumatic : [Direct (bed sore) & Indirect (injury)]. 
© Phvsiochemical ; [Burn & Frost bite]. 





* Clinical Types : 





Chronic Ischaemla. 

ft* 



: Shrunken in Size. Wrinkled in Shape. Hard i 





ute Ischaemla i.e. Reflex spasm of near by vein. 

♦ Chronic Ischaemla i.e. On Top of pre-existing oedema as H.F. 

Swollen in size, adematous, Mild toxaemia & offensive 
odoi 




pus gangrene 



infected 




* Sequelae :P 




is. Marked toxaemia & offensive 
spreads very ra pid. 

occur]. 



4 

from progressive spread & severe Toxaemia. 



■ If Blood Supply Adequate for Ad jeccnt Tissues : 



f Demarcation pecurs between dead & living tissues. Which is a 

band of hyperaemia & Anaesthesia. 
At which the dead tissues start to fall which is 
ulceration & guttering appears & decpftns off to 
continue the separation. 




Blood Supply Poor for Adiecent Tissues : 

• Line of demarcation, appears very slowly i.e. vague. 

• No Line of Separation. Because gangrene spread by skip patches. 



[Arterial Disorder*] 




cardinal signs of local death are : 

L Loss of pulsation . 

2. Change of skin colour into blue and later black. 

3 . Loss of heal . 

4. Loss of sensation. 
5 Loss of function. 



i 



good remind 




Senile ( Atherosclerotic) gangrene 

• The gangrenous process is usually precipitated by sli 

• The onset is often preceeded by signs and symptoms 
as intermittent claudication pain . 

• The slough may separate leaving an ulcer. 

toe is the commonest site for the onset ( 





foot or neighbouring loes. 

[2] Traumatic 

Due to local injury . and or bed sores 




: leads to moist gangrene. Am 
damaged part to leave a useful limb 




mia, such 





close to the 




Decubitus Ulcer 
(Bed Sores) 



Pt5CJe!iatjim©ctors : 



1 ) Pressure of 





over bony prominences. 





pommpfteiLslies: 

Saeruin, i 




TreatnjeMr 

[A] Prevention : 

1 ) Soft bed, water or air mattress. 

2) Pressure areas protected by air tyres. 

3) Repeated turning of the patient with massage of the back with alcohol or talk 
powder. 

[B] Curative : 

Repeated dressing with glycerine Magnesia to help slough separation 




[3] Venous gangrene : 

This is a rare condition caused by extensive 




of the ilio-femoral 




* Treatment of gangrene: sec Amputation (page 154) . 



[Arterial Dlsorclera) 





It may be (True, raise or A/V fistula). 

* Definition ! Sac filled with blood & communicating with the lumen of an artery 



* Classifications : Thev can be c 




enitel : 



in fieiLolPjjy M « 






in Circle of Willis (Berry's Aneurysm) -> Sub-arachnoid Hgc. 

(A) Pathologica l: The Commonest Causes : 

♦ Atherosclerosis : (The commonest cause Nowadays). 

♦ $, affect Aortic Arch. 

♦ Subacute Bacterial Endocarditis -» Infected Emboli ■» 

Mycotic Aneurysms. 
Collagen Disease e.g. Behcet Disease, Marfan* Syndrome. 



(B) Traumatic,: 

♦ Weakening of the all of the a 
(Trot Anenrgftm) 



1erv and dilatation later 



♦ Interruption of the wall leading to Pulsnting Haematoma 

which when organised forms an aneurysm (False Ancwgaia). 






The wall of the aneurysm is formed by the stretched wall 
the artery (3 layers). ~w NW**^ 

: The wall is formed of fibrous tissue due to organization ( 



pulsating haematoma. 

b of the fine ii 



0 Fusiform. 
fe^ © Saccular. 



Don't 
Forget 



alse Aue 
(Pulsating Haematon wil 

BaStLGfittfl •' Extravasated blood from 
Adiol Q ^y : Trauma. 

M echanism ' Trauma Blood filled sac which 

Torn artery & Lined with compressed surround!; 



ingthe 



Qjniral Picture 
£i,mnfirations : 



111 



I 



* Clinical Picture 





Y ■s/^ "Sw all ({vtfr- 




minaiion 



To Detect the 




- 



is,SBE...ctc 




Inspection : 

• Usually Single. Along the Course of on artery, variable in size 
in shape with Smooth surface. 

• Expansile pulsation are Seen , 

») pressure Reduces the size & pulsation of the aneurysm, 
pressure Increases the size of the aneurysm. 





Oedema (i.e. Compression of main 

(i.e. compression of main Aitciy) &. 






Palpation : 



Usually Single. Along the Cou 
in shape with Smooth surface, 



of an artery, variable in size & Rounded 



Expansile pulsaUon are Efitt with systolic thrill which propagated distollv 
Moves side to side Across but not along the course of an artery. 
Compressible (but Absent if filled with a thrombus). 




Octlrma (i.e. compression of main veins), The distal pulse 
(i.e. compression of main Artery) & sensory loss (i.c. compression of nerve). 




Systolic Murmur. 



* Complications: it may be ^ 

[A] Intrinsic (D Rupture : The Most serious 




- 



Q> Infection -> Suppuration -» Rupture -> Haemoirhage. 
~ Thrombosis or Embolization with detached thrombi. 

of the aneurysm, 
on Main artery i 

on. . - 

Associated Atherosclerosis* 




IB] 




Oedema & Varicosities. CVr 1 * 

© Compression on Artery -> Ischaemia Changes. 

3) Compression on Nerve -» Impaired Sensation ± Paralysis. 

© Compression on Bone. -» Erosion may occur. 



f 

L 



[Arterial Disorders] 






Transmitted Pulsatfon : which is Characterized by i 

expansile, pulsation disappears if you push it away 
& Not t in size if you compress the artery distally e.g pseud 

Jatfnq Tumor : e.g. Vascular Sarcoma. 
Irregular in shape, 111 defined, fclfil compressible & Not 
of main artery. 

A-V Fistula : Which is Characterized by : 

Machinary (continnous) murmur propagated Distally 
Tachycardia & Branham's sign +ve. 





the line 




Ane 



H ■ M 



• f 

from Anatomical L.Ns 




: For Calcified plaques or Eroded bone. 
eriogra phv : Useless if Clotted aneurysm. * *oi • C 1 " «* ° - ■ A> 




Sonar & CT scan The 

- 

Duplet Scanning , 




★ Treatment : According to Type of artery. 



kiimnnrlant artery, . r 
Proximal & Distal Ligation — ftt 






i 

ti> The class ic ttt 

\,w Excision 



® If surrounded 
by Important 

Structures 





: Types ^ 



saccular, aneurysm, excision of aneurysm & closure of the 
by venous patch. 

® Reconstructive Aneurvsmorrhaph 

[form aneurysm, excision of aneurysm & closure of the defect 

.ulliple sutures over a catheter which is removed before the last 
suture, 

<3> 



eurvsm 



I'M 



of the aneurysm if unimportant artery. 





Abdominal Aortic Aneurysm |<aaa) 



• The commonest Arterial Aneurysm 

• Age : 50 - 60 Years 

• Sex : 




* Aetioloyy . 



Atherosclerosis is the commonest cancer (95%.) 



* Clinical Picture i 





Discovered accidentally during a routi 

[B] Pa]n_; 

As" the Aortic Aneurysm is gradually 
causing y_ajiue_AbdpniinaJ pain . i^cfcafihfc- 



other reason 




structures 






[c] S y m ptpm s of r up_tu re _: 

*[HassicTriadeof(AAA)J 

1 - Acute upper abdominal nain: Which present in Hanks or back . 

1 Mass ; Which is usually tender. It may be masked by 

obesity or abdominal dissension. 
|- Shock : w hich present at time of rupture. i ,. t , , , ^ f ( ' • J 



* Cpmpiicatfpns : 

Rather than rupture. The Aneurysm 

diagnosed as lumbal' disc prolapse. 

*-»*JC* OVfT (.fed *'*'''*■■ 

■ 

1 

Pancreatic pseudo-cyst (see before) 



can erodes the spine these may be wrongly 




* Investigations : 



As before p3p 






If Asymptomatic & < 5 cm 
followed be sonar 16 months . 
But if> 5cm 






surgical graft 
inserted inside the Aneurysm 



Endluminal stented graft is indicated 
with high risk patient who con not 




a . 






[Arterial Di»©rdertl 





* Definition : 




Connection between an Artery & a Vein. 



* Types • 

It may be "fc 





■ yapcosc Air 



i.e. Direci Communication. 

Communication. 



i.e. 




* Aetiology: 




It in 

■ (^ongcnilaL [Local Gigantism]. 

• Usually Small & Multiple. 

• Common at lower limb -> Giant Ih 



: Stab, Bullet . . .etc 



b 




• Artificial : During Haemodialysis in Chronic Renal Failure. 



* Clinical Picture s 



[nation : 

For Tachycardia, Water hummer pulse . . .etc i.e. Hyperdynamic Circulation. 




I B | I P*a™|"atfgnr 

L^^^^^^^^B |^^T^"'^'^^^ B ~^ ^^^^^^^^^^^^^ 




•m>:4»nM] 




: Rounded, Pulsating, 4 in Size (if the artery compressed 
distal oedema + Pulsating Varicose Vein. 
Cystic, Smooth, Compressible mass along the course of ar 
. Continuous Thrill. 

murmur 




ry& 





ecial 




* Investigation : Arteriography, Doppler A Duplex. 



* Compli 





if ruptured -» bleeding 



* Treatment: 

ccordhig to the cause % 



Congenital : No surgery except if Single m 
■ Required : Excision + vascular repair. 

If Failed 





Ligate Proxin 
then by pass graft 
N.l? f : Gel foam embolization may be used in small fistula 






Discuss Causes, C/P & ttt of Acute Ischac 



Discuss Causes & Diagnosis of Chronic Ischaemia of L.L 



• Discuss Aetiology, Types & C/P of Arterial Aneurysm 
i Stab Wound in the Femoral Triangle : 

Complications and Management 



(15 Marks) 






s Acute Arterial Injury as regards 

(Path, types & C/P (Not including sequelae)] . 
I Aetiology, Path., C/ P & Investigations of 
Embolic gangrene. 




Mention Causes & Discuss complications of 

Acute Ischaemia Lower Limb. 



997 



D iscuss the Diagnosis of Acute Ischaemia 






(15 Marks) 
(15 Marks) 



Discuss the Classification of Arterial aneurys 

(According to aetiology, structure and shape), C/P & Complications (15 Marks) u^^jJ 



1999 



Discuss causes & complication of Acute limb ischaemia (15 Marks) jjJ 






Arterial Embolism of lower limb 




Discuss Aetiology, C/P of Aneurya 




2002 



_ ft 

Discuss Aetiology & C/P of Acute embolic Ischaemia of lower limb (12 Marks) 




Mention C/P, investigations of Burger's disease 

* Discuss types & diagnosis of arterial injuries 

• Discuss path, c/p & management of Diabetic foot & gangrene 



(12 Marks) pJttjyJ 
(12 Marks) ^jjj 

(20 marks) 




Discuss Aetiology, Types. C/P & management of Arterial injuries (20 marks) pVjj* 



12) 





cd en 



Superfadal 
Thrombophlebitis 




Deep Venous Thrombosis (DVT) 



* Definition : 




means thrombosis in the 




* Types: 



Definition 



Causes 



Site 



Phlebotlironibosis 

Thrombosed uninflammcd veins 
Stasis or hyperviscosity 



Common with leg veins 



Size of lry 

throm bus 
Emboli 



Small 



O 



ill 111 liOl 



& Sterile 




* Incidence : [Risk Factors}. 



Common (>50%) 
Common site is 

* Aetiology J 

'fVirrntf*? Triad I 



Cha 



after operations as Prostatectomy & fracture Neck femur 
alf veins because of Being valveless & sinusoids. 



4 



Vessel 



i.e. Endothelial Damage. 



Either Trauma to venous wall e.g. During pelvic operations. 
Or Inflammatory proce ss near the vein e.g. pelvic sepsis. 

Changes in Blood Flow I i.e. Venous Stasis 

Either Prolonged Recumbancv As shock or Heart failure. 
Or Venous Compression by Tumor or Pregnant uterus. 



Changes in Blood Coi 



i.e. Hypercoagulability. 



Either Oral contraceptive pills or polycythaemia. 

Or Deficien cy of fAntjprothrombin m) or deficiency of protein C & S 
which are normal anticoagulant 



■ Other Causeq ff? : Old age 




* 



[Venous DJsordere) 





* £ a H > °** l, °*2* 5 

Early Stages : 

<S> The Process usually starts in the Calf venous 
sinuses by adherence of platelets to the 

surface forming a .Cjrn_CIllg.tgl . 




0 




Fibrin & RBCs are deposited in a layer 
between platelets giving 
When The vein is totally occluded. The 

f elf U - Like Propa gated thrombosis spreads 

upwards as far as the near major tributary. 








: 



® The Thrombus 
Destruction 




tightly adherent to the venous wall producing 

- PpgtPiJgM tiC Umh. 





* Clinical Picture : 




up. i.e. Most of cases are Silent , or unexplained fever & Tachycardia 



ii pro mane group 

Pulmonary Embolism may be the 1 R manifestation. 

The Classic picture ® Pain : Aching discomfort related to Call' or Thigh 

0 Swelling i.e. Oedema (The reliable physical sign] 
<3> Tenderness on pressing muscles against bone. 

J3. : Symptoms & Signs depend on the level of thrombosis 



There 





$& ' (The Commonest] 




Site : Affects Vj 

C/P : Tenderness & Tense oedema affect Calf muscles, 

: Horn .id's sig n 

(Sudden dorsiflexion -> Calf pain by stretching veins) 






♦ 



Site . Affects 

C/P : Severe Tenderness. 

Exam. : Femoral vein Felt as a Tender, Firm Cord in femoral A. 



: Femoral Vein Thrombosis 

Occur as an extension of Deep Calf Thrombosis 




- 



[Venous Disorders] 






: Affects ail lower limb. 

• C/P : The worst manifestations. 

• Exam , : [According to 





Partial Venous Obstruction "less severe" 
Pallor due to associated arterial spasm. 
Complicated 



pulsation 




ae Polaris : "Painful Blue Limb " 




Cyanosis due to (No Venous Return). 

ous gangrene. 

: [The Rarest] 



re 




Site : Affects Jnfermr Vena Cava. 

C/P : Manifestations affect fcoft legs. 
Exam . : Dilated Veins on Groin. 



* 0.0 



® Contusion of Calf muscles : Confirmed by History. 

(Z> Rupture of PI antaris muscle: Excluded by VenocraDhv. , 

® n"£» rr M ,.«M of leg swelling : e.g. local gigantism, A.V fistula, cellulites 

~ osteosarcoma, venous odema or lymphatic odema. 

© Other Causes of Leg oain 




terial - Ischaemic pain. 
Venous = DVT & V.V. 
Lymphatic = lender L.Ns. 
r erve = Sciatica. 





• Bonej= Osteomyelitis. 

• Joint - Osteoarthritis & Osteoarthrosis 

• Ligament = Flat Foot. 



* Investigations : 




Most important but if reliable 
Deep veins are 



appears 






>w in completely obstructed leg veins & show 
incompetent perforators (Accuracy 85%) 

shows an image of veins & determine the direction of blood 

flow(Aca 
® Ra dio-iodine labeled Fibrinogen 

I to block Iodine uptake by thyroid gland. 

Technique .'Labelled fibrinogen with I125. 

Will incorporated in newly forming thrombi which can be detected 
scanning over it [so can't detect already formed thrombi]. 
Value : It can be repeated daily, so that it is useful for follow up. 




r ore Tec 



* Complications : 




0 Pulmonary Embolism 





tgfe Complication* : 

<D 2iy 

© Chronic Venous Insufficiency [Post-Phlcbitic Syndrome] 

■ Cause (follow II io- femoral Thrombosis & blot Deep Calf Thrombosis) 

due tot pressure in Deep veins i.e Reflux of blood from 
occluded deep veins. (Blow out syndrome) 

■ Characters CD Extensive and indurated, i.e. Lipodennatosclerosis 

(Inverted Champagne bottle) 

<2> Non pitting oedema (Fibrosis) & venous ulcer 
©High pressure in superficial veins accurs during walking 
(Walking Venous Hypertension) 

■ Complications of venous ulcer : 

• Malignancy "Marjoline ulcer** 

• Periostiteis : If fixed to tibia. 



* Treatment : 



Talipes Equinous 









• (D Stop Oral Contraceptive Pills. 

lar Walking. 

(2) Any heart lesion must be control leu 

(D Galvanic stimulation to 
CD Pneumatic sleeves. 

(3) Legs are slightly raised. 

O Early Ambulation. 
<2> Adequate Hydration, 
<3) Leg Elevation 15-20 degree. 




HIah Risk pa^nte : 



■ Indications : 

1 - Obesity 
4- After 

i Methods : 

[Mam 



2- Old age 



3- previous history of RV.T 




5- Females on c 



■ 





arim (Mini-li 





: Propagated clot, Formation of new thrombi & Detachment 



or Embolization. 




Leg Elevation 1 5-20 degree & Elastic bandage 




■ Act ion : T Activity of fibrinolysis 




<D LV. (5000 LIT) every 4 hours. 

Or © T.V infusion of glucose 5% containing heparin at rate 

after giving initial 

Or <3> S.C Heparin (Calciparin) 150 IU/kg every 12 hours. 

orcd-hy. [APTT] 







Antjdote: Protamine 

tel. 




a : Bleeding from overdose & failure to response 



lepann resistant 




Oral Anticoagulants (Warfarin) 



(prothrombin & factor V1J 
Methods : 10 nig Initially then 5 mg for 5 days. 

Th^ dosc monitored bv ,: 

Prothrombin Time. 
Antidote : Vit K. 

rwi nlicatioiis : Bleeding from overdose, interaction 

I Iypertension & Peptic ulcer. 





• Aa Streptokinase, Urokinase and Tissue Plasminogen Activator 
■ Complications : Severe 






ous 



mbectomv with Phlegmasia Cerulae Dolans by Fogarty 

Venous Catheter. 





• » ■ - - 

are Multiple, Dilaled, Elongated, Tortuous, 




Soft, Bluish & 
limb. 





The lower limb is drained by the following venous systems. 




: (Superficial to deep fascia). 



It includes ^ 



<D fGreater (Long) saphenous vein) : 

It begins at the medial end of the dorsal 
venous arch of the foot and asce 
infront of the medial malleolus to the 
medial aspect of the leg then b ehind the 
knee to the inner aspect of the thigh till 
the saphenous opening (1 .5 inch below & 
lateral to the pubic tubercle) where it 

vein. 





tributaries of the greater 




A- 



| p the thigh : 

JL Superficial Circumflex Iliac Vein. 

2. Superficial Epigastric Veiny 

3. Superficial Pudendal Vein. 

4. Postero-medial Vein. y 

5. Antero- lateral Vein / 



B- 




C- 



6. Posterior arch vein. 

7. Anterior vein of the leg. 

8. Tributaries from the short saphenous 
vein. 

In the foot : 

9. The dorsal venous arch. 





esser (short) saphenous vein] : 



Greater Saphenous System 




It begins at the lateral end of the dorsal venous arch and 
behind the lateral malleolus to run along the lateral edge of tendo-achilles in 
the posterior midline of the leg to the middle of the popliteal fossa where it 




KB 




II- p^e p system: (Deep to the deep fascia) 
It includes % 

<X> |Below the kneel : 



They consists of venae commitantes of the 

iside the calf muscles (soleus). 



arteries + the venous 



nn^PK in 



ievel 



kne 



They unite to form the popliteal vein which ascends to the thigh to 
hecome the femoral vein at the adductor canal the passes deep to the 
inguinal ligament to change its name into the external iliac vein. 



Ill 




• These veins connect the superficial to 
deep veins (They have valves which 
allow a uni-direcnonal blood flow from 
superficial to deep veins). 

Thev either 



Trcndlcnberfj; Vn 



(D i Direct communicators = Perforator 

Directly from superficial to deep veins. 




Long 
licnous 



The constant perforators of the 
tung saphenous are : 

• .? Ankle Perforators 2, 4 and 6 

inches above medial malleolus 
they drain blood directly from the 
venous plexus of the skin to the 
deep system, 
i The sapheno-femoral junction 

• 1 perforator hist below the knee . Saphenous 

• 1 perforator at the midthigh. Nerve 



The perforators of 




saphenous are : 



• / lateral perforator 5 

the lateral malleolus, 




0 {Indirect commun icate 

Veins passes from superficial vein to 
the muscles & another vein passes 
from the muscles to the deep veins. 




.Short 
Saphenous 



Sural Nerve 



* Dnnl forget : 

O A It vein are con 




<5> Sap hen a varix : 

o Saccular dilatation at sapheno-fcmoral junction. 

o Saphena = 
o Varix = Dilatation. 

Saphenous vein is the longest vein all over the body. 





If 



II 

If 

I! 
II 



enous Pathophysiology 



the leg returns to the deep veins. 
Blood from the akin and superficial tissues drains via the long and short 
saphenous veins and then through die connecting system tothe deep 



q„ Walkine and Exercise phase we can ana inign muscles contracts within 

tight facial compartment (Peripheral heart) rises the pressure with; 

these compartments to (200 - 300 mmHg) ■» squeeze the deep veu 
up towards the heart. 
During the muscle 



the pressure within the calf falls to a low 

and blood from the superficial veins flow through connecting 
system into the deep veins. 



From tneS&faCtS, the pressure dioos in the superficial veins of the lower limb 

H,.rin p walking or exercise and returns gradually to the pre-exercise 

level when walking stops. 



II 

HI 

« 
II 

i 




With 



varico 



The superficial system is weak wail or aosent vaivra ui 
incompetent valves -> High pressure (heaveness pain) with 
standing only so walking or Exercise -> shift of blood from 
superficial to deep system. So the pain is decreased 

varicose v 

The superficial system is Normal but the deep system 
occluded or compressed so during Exercise the blood shift to 
superficial system -» (walking venous hypertension) * 
complications as dermatitis, ulcers & varicosities 



rVenon* Dbonien] 





Aetiology 




due to 



Congenital weakness of venous wall. 



nital absence or incompetent val vcg. 



This is precipitated by ;- Prolonged standing 
or sitting as (surgeons, hair dressers, ....etc) 



• Due to weak mes> 



N.B.:_ 

(D Kyphosis 
<3) Visceroptosis. 
® Varicocele 



<2> Flat Foot. 
© Hernia. 
© Piles 




: 1 ry V.V associated with 






due to 




due to 



> 




Postoperative 





■ Deep venous comoressio, due to 

> Pelvic or abdominal swellings. (N.B : The Most common 



4 rterio-venous fistula, may be 




is Foetus), 



> Congenital -* If Child . 



> Acquired 



AyL : 2ry V.V 



If Trauma (Bullut or Stab Wound in Femoral A). 

Oedema & Skin complications. 






1- Hemorrhage,: From minor trauma either Frank or S.C Ecchymosis or 
2JupfrfcM XhrpjnbojpM^. of dilated veins 
3-Calcificatwn of thrombosed veins (Ph lebolith) 






1- m^^PkmenMon:^ to extra-vasated 

2- Dctmatitis From irritant Haemosidrins.. 

3- U lcer C aauiQon with post-phlebitic cases 

4- Oedema: at 1 st pitting but later on non pitting 

5- Ee?£ 







O Personal H. 



• Name, Age, Sex 

• Occupation. 

• Marital status. 

• Special habits 

Com 

L Pain 

or 2. Oedema 
or 3. Skin co: 



Pr esent H. 

. — — — — 



J. Pain 

> O.C.D 

> Severity 

> Characters 



> Increased by t 

t 

> Decreased by I 



2. Oedema 



5. Investigations 



Past H. 



mi 



History 



V, 'A 



(commonly) Adult and 
male or female. 



• (Commonly) Old and 
may be child. 



Multiple pregnancy. 
Tight corset. 



At L.L (commonly Bilateral) 

Minimal 



i it 



• At LL C 

• Marked. 

• Marked. 



I 



(Common 

• O.C.D. 

• MiJd 

• Heaviness pain 

± burning localized 

pain due to superficial 

thrombophlebitis. 

' t with prolonged standing 

or sitting. 
>i bv Walking, 



(Commonly Unilateral) 

•O.C.D. 

• Severe 

pain 



• t with prolonged standing or 



Mild & Appear at evening 

then resolute after sleep. 



sitting or by walking. 
•4> by Ekvstfon. 

of the affected limb. ' 

• Marked & persist not related to 



• Marked -!-* Brownish pigment 

p* Dermatitis, 
Ulcer 



Groin : e.g (Saphena varix) I # Groin : e.g (L.Ns) 
• Abdomen or pelvis : -ve I • Abdomen or pelvis : 



• Usually -ve 

No History suggest DVT 



Usual! 



+ ve 



• Factors suggest t DVT (sec before) 

• Pelvic or abdominal mass 
e.g. compression on GIT . 

• Trauma (A/V fistula) 

♦ Bullut. 

♦ Stab wound 

DM & hypertension etc.... 1 • DM & hypertension etc... 



Congenital mesenchymal 

wall 



tV Proper Position = Standing patient. 

A Proper Exnnsur = from Umbilicus to toes. 

A Don 7 forget : ♦ Examination of both limb. 

♦ Examination of back as well as 



it & side. 



General examination part of local examination. 



Inspection 



1 ) Side 



lry V.V | . 2ryV.V . 

Tortuo us. Visible Swelli nj 

Usually (Unjjat 



>ng course of veins, (Jong 
short saphenous or both). 
ver crosses the 



Except I.V.C. obstruction 



Along 



cross 



3) Shape 



Tubular, 



Saccular 



4) Skin over 

5) Swollen limb (oedema) 



coninl lcfltioris. 



Minimal 



6) Skeletal deformi 



Look/or (Inguinal region) 



Flat foot or hal lux val 

Saphena varix. 
Hernia. 



♦ Pigmentation. 



Marked 



Tallipus equmous. 



L.Ns. 




si- 



[Venous Disorders] 





[A] m 




1. Palpate V.V. for soft, compressibie. 

2. Palpate V.V for tender nodule (along t 
course) for thrombosis. 

3. Palpate V.V. for tender cord (for superficial 

thrombophlebitis). 

4. * If 2ry V.V. look for % 

Direction of blood of dilated veins across 
inguinal region. 

5. Thrill if A.V fistula. 

6. Expansile impulse on cough at Sapheno- 
femoral junction. 

7. Sa phena varix : [If lry V.V.] 

* Saccular dilatation show expansile impulse 

on cough" at sapheno-femoral junction. 



[B] 




U Skin : For (ulcer) ^* Icy 4 pitting. 

2. 5.G tissue : For (oedema). < ---4.2ry -> non pitting 

3. Muscle : For(Tone & Tender calf muscle) 

> Roman's Test (not done) 

4. Bone : For (Periostitis of tibia) 

5. Vein : If defect in deep fascia. 

6. Artery - Arterial pulsation as dorsalis pedis artery. 

7. JLNs i Inguinal L.Ns. 



Schwartz percussion 

The vein is percussed by index of one hand 
fingers of other hand. 

valves are incompetent = 







cm 



i distally. 




Auscultation 



If A/V. fistulla = Continuous 





m 




<D TrcndJenbcrg Test 

<2> Multiple Toumique Test 

<3> Manual Localization Test 

<S> Fegan's Test 




[Venous Disorder*! 





Test to detec Mjg^^ perforator \ 



dlcnberg lest 



O pt lies down 
© {lis leg raised. 
© massage to 
empty vein; 
O Tpuaiflu e 

applied 

saphenous opening 





stand 




slowly 
om below 

• o Ifrapid Filling 
— » blow out 

♦ co if we remove 

Tournique & Fiji 

from above 
sapheno-femoral 




CD MuHtnl 

O p(. lies down. 
His leg raised 
massage to 
empty veins 
O Toumigu 




applied r-> Just below saphenous 

V 1 below Knee 
* above Knee 
0 Ask pt, to stand up 




Rapid filling of a segment means 
at there is "blow out". 

N.B T> 



/ 



O For more localization do more 

Tounique in the segmant 
© Saphenous opening : 

4 cm below & lateral to 

pubic tubercle . 



'OS 




us 



incompetent 

0) M^.^ilnr.liMtionTcst "Two fmger Test 

" * p t stand and The twolndex are pressed at a point on 
great saphenous vein-* then empty at opposite d.recnon. 
A Results 4 If vein fill between two fingers -* blow out. 

F ran's test . 

* 1 J Pt stand & Then mark the varicosity . 

2«* pt.Jies down & detect the defect of deep fascia 
'" ( i.e blow out) then mark by (5) . 




(B) Test to diffrentinte between occluded* patent deep vein 



•us/ 



m Pprthe's Test (not done) : depend on pain . ^ 

0 T*SjSiI]5d!^ • * pt. stand & tourmque apphcd bc, ° ^p 1 ™ 00 * 

^ . . < opening. 
"Ochsner s test ^ ^ p( |Q wa | k insjtue for ( 1 0 min). 

Results -» 1- If engorge (prominent) ' U ' A ~* A ~" 

2- If shrunken 




Investigations 



■ yenoeraubv^ ^ patency & sjze of deep ve ins. 

® Presence of valves or Blow out. 




■ Artcrio 



for A/V. fistula. 





Dlftordcrel 




® 



Treatment jj 




ndic; 



® IryV.V. if early, patient is pregnant, unfit, waiting for 

Or Refusing operations. 




Methods : CD BeJow knee elastic stocking. 

© Periodic leg elevation to prevent stasis. 

© Avoid prolonged standing & sitting + Regular exercises 



(2) J ln J^^^^ m ^ 

■ Aim : To decongest by occlusion of lumen with fibrosis 

(Not thrombosis to 

■ Indications : © If Spider Varicosities. 

© Residual after operations. 




again). 



Contraindications CD 2ry V.V with DVT. 

© Pregnancy. 

© Acute Septic Thrombophlebitis. 

: <D 3% Tetradccylc Sulphate. 
© 5% Ethanolamine Oleate. 
©5%Na Morrhuate.' 




Technique : 




Empty of segment of blood. 
, Then isolated by 2 fingers. Then injection 

Then Finn elastic bandage is applied for 6 weeks. 



Precautions : © Small dose (linL). 

© One is done only then others at other visites. 
©^Walking 

^ p e rat^^^J^en t 




Indications © Saphena Varix. 

© Blow out. 

© Repeated super! 




© Trendlcnbarg's operation: *' 

■ Indfcgledjwith saphcno-Femoral incompetence i.e saphena varix. 

ligation of long saphenous & it's tributaries. 







of Ion 

■ Indicated 1 if whole system is severly affected 

: Trendlenbarg's operation then 

vein. 

© Subfascial Trinnle ligation of Incompetent perforators: 

■ Indiffgfg/i: with Incompetent perforators. 

■ PrjnGip!& 3 Jigature are applied on perforator & long saphenous vein 

Segment is removed 




O Definition | Chronic leg ulcer complicating 2ry V. V (Rare 1 ry V. V) 

O Aetiology! Both (A) * (B) 

Stagnation of blood -> Haemolysis -»t Haemcaderns-> Brown pigment. 

+ Dermatitis -> Itching Ulcer . 
Reflux of blood to superficial veins -> Anoxia ■> I 






O Clinical Picture 



^Inspection) 



Number 
Site 



Usually single 

• Leg (gaitre area). 

• Oval (usually). 

• Variable (in Cm x Cm). 

• Sloping edge or punched out edge, 

• Brownish pigment. 

• Unhealthy or healthy granulation tissue 
9 Pus (purulent discharge) 



A Palpation 



O Temp. 

© Tenderness 



© Skin around 

O Base 



'[[*] ©Artery 

[i] ©Vein 



©L.Ns 
0 Nerve 



■ At body temp. 

1 (Not) Except if infected 

or post-phiebitic limb. 

1 Thick, brown & varicosities. 
> (hard if chronic) 

Normal pulsation. 
Oedema . 

♦ If 1 rv V. V. -> pitting 

♦ If2rv V.V. Non pitting 
Not enlarged except (infected). 

Intact sensation. 




© Malignancy : Marjolin ulcer which is 



<2> Periosteitis. 




i 




A Lab., (blood, urine, stool) 

tV Aspiration Biopsy Cytology (A.B.C) 

tV Biopsy (must include the edge) 

•dr Specific to the cause, e.g. X-ray to exclude periosteities 




(A) ^9ns^rv ? tive ttt AS (V.V) + pDaily Dressing & Systemic AB] 

(B) Suroical 




<D Covering ulcer by : 

(a) Thiersch graft 

or (b) Cross Leg Flap. 

N.B. : (Depridemcnt must be done I tt ). \& **&* «* ^ 

® Sub- fascial ligation of perforator (Cockett £ Dodd operation) 

• Bv passing from muscles to perforate deep fascia 

• Through postro-medial incision behind Tibia. 



• Complicated with ugly scar & high rate of recurrence. 
CO Treatment of complications : 



\ A 




: Excision with safety margin 1cm of surface and depth 
with plastic reconstruction and Prophylactic block 




Periosteitis : Saucerization. 




: Physiotherapy. 




• 



* Definition S Thrombosis of inflamed superficial veins. 

* Aetiology I <P Systemic : Polycythaemia, SLE. and Ulcerative colitis. 

<Z> Local i V.V, Trauma, Burger's disease & venous cut down. 

* Type* I © Sterile type. 

O Bacterial type. 

* C/P • <D Symptoms : Pain + Fever, Headache, JVlaiaise and Anorexia. 

<2> Signs : Tender Cord like structure With overlying skin redness 

* • 

* Treatment S <D Plastic Bandage. 

~ — © Analgesics &A.B if bacterial type. 



rVenOQg Dteorderel 





iV Congenital 



Anaemia) 
Spherocytosis) 

r Trauma) 



History of Tram 







-A- Arterial 



ulcer (Night sweat & fever + loss of weight & appetit). 
;er [Skin Rashes + F.H.M A] 
ioiine ulcer 



Venous ulcer. 

(i.e History of associated V.V) 



Ischaemic ulcer. 





4 Lymphatic 



Lymphoedema ulcer 



Nurnbgr 

• Site 
» Shape 



• __ ♦ ■ 



♦ 



N - 



Single 

Metapl 
Variable 
Variable 



• Undermined 1Tr ^, ^ 

• Cyanotic * 

• Caseous Material 



Single or Multiple 
» Middle 2 

• Variable 

• Variable 

• punched out . J P» 

• Skin Rashes. W ^ 

• Granulation Tissues. 
•Ooze pus & blood. 

Indurated at 




Malignant Ulcer 




on Top of venous <D Raised Everted Edge. ^J^J^ 

© Hard & Fixed Base. 





e.g. Melanoma 

Malignancy e.g. Osteosarcoma 





granulation tissue : Painless, pink not ooze or W«J^ 
Ithv granulation tissue : Painful, yellow, ooze or blood easily. 





* Deep Ulcer. 

* Affect Foot 

* pschaemic Disease]. 

* Ischaemic Manifestations. 

* No Leg swelling i.e No oede 



is. 



* Superficial Ulcer 

* Affect (Above Med. Maleolus). 

* Post-phlebitic syndrome. 

* V.V Manifestations. 

* Leg swelling i.e. oedema. 

iPai 



I Oil! 



* Definition : Occur at area deprived 

* C»lis» : Peripheral Neuropathy as D.M. 



it's nerve supply 



* Mechanic 






S The foot is anaesthetized & the patient 
unaware of trauma -> ulcer. 

:• Site : Sole of foot. 

• Size : Variable. 

• Margin : Corns & Callosities 
: <D Conservative : Rest, Elevation &. ' 

O Excision of callosities. 
<3> Amputation if destroyed bone i.e ostcomyelt 




LS 





Lymphoedema Ulcer 



• * 



Commonest site At dorsum of foot 

rupture infected bulla, 
ted with CD Papillary projections 




(2> Lymphorrhaea. (3> Swollen limb oedema. 



■ • 



DP of Chronic Leg ulcer 



(10 Marks) 



Discuss Deep Venous Thrombosis (D.V.T.) (25 Marks) ^jjJ 
Discuss C/P of (D.V.T) in the L.L veins 



2001 



2002 



2003 



(D.V.T) : Causes, C/P &. Management 

Discuss predisposing factors and prevention 
of (DVT) 

Discuss C/P & treatment of (D.V.T.) 
Mention path., C/P of (D.V.T.) 
Discuss deep venous thrombosis (D.V.T.) 



Describe the Anatomy of long saphenous < 

• Mention Aetiology & diagnosis of D.V.T. 

• Discuss C/P & DD of varicose ulcer 



(15 Marks) 



(10 Marks) ^ 
(10 Marks)* 

20 Marks) **M} j9* 

(12 Mark)^^ 
(12 Mark) ^jjJ 
(12 Mark) ^jjJ 



* • 



t 





II 






Chapter C 13 3 



hatic Disorde 



Diseases of Lymphati c Vessels 



phoedema 



* Definition : 



I vm phoedema is a hypertrophic condition 
of skin and S.C Tissues caused by chronic 




* Site s 



S.C Tissues of Limbs, 




Vulva. 




* Aetiology : It may be 

n fl *ni^t(1ryTvDe): Rare 

• Congenital Aplasia or Hypoplasia. 

• It mav be Familial (Milroy's 
.!T« ma y he Manifested , 

♦ At birth * Congenita. 

• At puberty Precox. 










: (D Circumfren tial skin loss of the limbs, e.g Bum 
@ Extensive block dissection of L.Ns during the opcratio 



Inflammatory 




© FMasls (r ^i) 

© Chronic specific lymphangitis, 
Metastasis occluding the nodes. 
Lymphoma but iare. 



Patholooy 



hoe d em a lymph stasis -» Recurrent lymphangitis (Streptococcal), each 

attack oblitrale more lymphatics -> 4 HHg t> 
0) Siaee of soft oittine oedema 

® "kt aee of h'mphvrrhaea Due to rupture of lymphatic vesicles which leads 

to discharge of their lymph. 
0> Slave offihrosis (Non-pitting oedema) : Extravasatcd fluid with its high. 

protein content excites fibrosis of skin and subcutaneous tissues. 

rmation : i.e. Elephantiasis. 

like elephant skin 




Stape of Warty Pseudo-papiUomatous 

The skin in roughened, puckered and 




* Complications : 

It may be % 

• Recurrent Cellulitis and Lymphangitis (Tbe most frequent). 
■ Lymphoedcma ulcers from ruptured and infected blebs. 

imb 





* D.D J 



[Causes of Swollen Itmbl 

Bilateral^ i.e. 

Renal oedema. 
Car tliac oedema, 
Hegaric oedema. 

Allergic oedema. 



ized oedema 




Cushins syndrome 
Myxoedema 




Venous oedema (io^ protein content). 

(c oedema fhigh protein content). 

onvertitalA.V fistula (local gigantism). 




Ne urofibromatosis Elephantiasis . 



* Clinical Picture : 



Filarial lymphedema 



■ Age J Adult or Elderly. 




: [Endemic Area] for filariasis. 
e.g. Rasheed, Damietta, Giza, Imbaba & Sharkaya. 
Symptoms : CD Progressive Lee Swelling with exacerbation and partial 

remession from recurrent lymphangiti 




Dark, Thick skin with Callosities i.e. Eleph 



(Ranges from pitting to non pitting According to it's stage ) 




No oedema in the following sites : 

• Sate : Because of planter apponeurosis. 

• &SS?£ : Because it drains directly to the Ankle 

joint, Le deep lymphatics. 




may be Enlarged, Finn & Tender or may form 

soft Jobulated mass 

G> Other Filarial Manifesto 

(a) ScrpMn : Lymphadema Mechanical i 

(b) ^m^s^£^J^Ifi)^ : 

Funiculo-Epididymitis. 

(c) TMcaVasinalu ! 2ry Hydrocelei.e 





filU&lfillLGiKSlUfiatiolLQt UMBPftftfidftlDa iBruner) : 





Gradt 



Latent 





Clinical features 



clinical lymphedema. 



and histological 




Oedema nits on oressure and swellini 

Oedema 




Embryo-filaria 

"Infective stage" 




Wuchereria Bancroft! 

Xausajive Oroaifom " 



Man 

(Definitive Host) 




Microfilaria 

"Diagnostic Stage" 



* Investigations : 



Culex Pipcns Mosquito 
(Intermediate Host) 




• • .... 





hangocraphy (Not done Now* 
By injecting ultra-fluid lipidol in lymphatics on the dorsum of foot. 
It shows the state of lymphatic vessels. 
It as§es Extent of L.Ns affection in tumors. 

nv^Hgations of ffflarlaslsi 

Complete Blood Picture shows High Esinophilia. 
Night Film shows Micro-filaria. 





Dead fibrial Worms * Cal 
malignant deposites. 

: Scaning of lymphatic vessels & Nodes 
TC* labelled colloidal particle. 
© CTscan : To exclude pclvi-abdominal mass. 
CD MR1 : Provides image of lymphatic vessels & Nodes. 







[The Lymphatic Disorders! 




* Treattwent : 



Conservative 





Early Cases only 
: <S> Rest & Elevation of foot 
© Massage & Elastic stocking. 
CD Diureties & Antibiotics, e.g. penicillin 1.200.000 ututs/3weeks 

© Antifilarlal Drugs ^ 

Hetrazan 50 




® 





Chronic Cases. 






Creating new 





: (Not Done) 



lymphatic drainage. 



Ml r.vmnhatico -vonnus A naxto 

The dilated obstructed lymph trunks are 

nearby vein. 
[2\ f.ympho-venous Anastomosis : 

The L.Ns are bissected & anastmosed to 
p] r r m p h ntlcn-in teros w* A n astomosis : 
To drain the lymph fluid into bone marrow. 

y , [A] Omental Pedicle Hi 

Laid in the thigh muscles to develop new 







omentui 
[5) KagMSSSlS. Operations : 

A long strip of deep fascia is removed, with the idea that 
Skin & S.C Tissues will be drained into deep lymphatics. 



e 



isadvanta 



They leave the thick, subcutaneous tissues, i.e. bad cosmetic. 





: ( Mostly Done) 



Removing the thick S.C Tissues for Cosmetic A Functional 

reasons.. 




:,\t runk Operation 

strip of deep fascia & thick 
S.C tissues are excised allowing the 
skin to adhere to the muscles and 
acquire new lymph drainage 
high r: 





[The Lymphatic Disorder**] 





121 Charle's (Flavins) Operqtio 




Skin, S.C Tissue & Deep fascia are 
removed (flaying) then Covered by 
Thiersch graft leads toi Recurrence. 




ical& Excisio nal Operation : 

Thompson \s (Swiss 





eration 





\son 's operation : 

Excision of S.C Tissues and then implantation of a shaved flap of skin 
between the muscles near the deep lymphatic vessels so that, The 
physiological drainage may be improved. 







ammaiory : 

a. Acute non specific. 

• Septic lymphadenitis. 

• Infectious mononucleosis. 

h. Chronic : 

• Non specific, 

■ Child with tonsillitis or pharyngitis. 

■ Scalp infection. 

■ Pediculosis capitis. 

• Specific : 

■ Bacterial A- T.B. (See later) 

B-$ - lryS (chancre I L.Ns). 

- 2ry $ (skin rashes + mucous patches + 

generalized lymphadenopathy. 

- 3ry S (gumma) very rare L.Ns. 

■ Parasitic : Filarial (See before) 

: A. Lymphogranuloma ingu inal : 

o It is a venereal disease, carry from person to 

another by contact , 
o Few weeks from contact, papule appears near 
the genitalia with inguinal LNs. 





B. Cat scratch disease : 

o Unknown but may be history of cat scratch wi 
lymphadenopathy 1 -2 weeks later. 

C AIDS. 

: Toxoplasma. 



® Lymphomas : 

1. Hodgkin's lymphoma. 

2. Non Hodgkin's lymphoma. 

3 . Burkitfs lymphoma. 





with the following differe 



<5) Blood diseases : 

1. Acute leukaemia. 

2. 
3. 

@ Lipoidosis. 
© Metastases. 

© Colfagen disease 







• Ape : Children & Young aduit 

• Residence : Bad hygienic areas. 




• Fibrocaseous type, 

• Localized L.Ns 

• Affect the cortex of L.Ns 



I 

i 
i 




Blood Borne 

Lymphadenoid type. 
Generalized L.Ns. 

Affect the Medulla 







* Aetiology : 




infection : Infected Milk. 



Organism : Mycobacterium Tuberculosis 




ie type). 




Lymphatic vessels. 






ted with infected milk then filtered through the TOflSHS -» COrtW 

of upper deep cervical L.Ns. 
reacts by sending macrophages to engulf the organism. • 




suit will depend on 



Boriv Resistance & the Virulence of Oraanlsm 



Macrophages phagocytose the bacilli -» fpitheJIolCCiUi. 



nn 



Rare & Affect adult. 
Fibrosis (No Caseation) occur 



• Common & Affect children. 
The Macrophges fail to abort the lesion so they fuse together •> 

surround the lesion, forth ex cells like 
(lymphocytes, plasma cells & Fibroblasts) will surround the 

lesion as outer manner to form finally -> J»km\*JjMt 

Necrosis (Caseation) occur in the center due to ^ 
(D Hypersensitivity to bacilli toxins. 

© Ischaemia i.e. Cellular proliferation without Vascular proliferation 



* Clinical Picture : 



No T.B Toxaemia 




Site , Upper Deep Cervical L.Ns. 

Consistency : Firm, Cystic (Abscess) or Hard (Calcification). 




acters s Painless, Matted (Adherent to each other) i.e. Periadenitis — ► 

or Rossry Beads due to associated thick lymphangitis. 

Pictures of Complications 

© Cold Abscess : Due to Caseation. 

(It is Actually not cold & not abscess). 

★ Not Cold Because it is clinically warm . 



x Not Aoscess uecause line content is caseous 




• 
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© Rupture through deep fascia i.e. S.C absce 

So called Collur Sludd fltiscc» 

' — — ■ — " & 

O Rupture th rough skin 



T.B Sinus -> 







* investigations : 

bo rato 

re ( Anaemia, Leucopen-a & Relative lymphocytosi 

Test : Serves as good -ve Test 

iration of Cold Abscess for Bacteriology 

flchl Helson's stall -> Will demonestrate tubercle bacilli wh 

(acid fast, Alcohol fast) in 72% of cases. 



■ Radiological : 



X-ray for Chest & Mediastinum 

r aical : (L.N biopsy) Tubercle follicle 

- ralZone : Caseation with Tubercle bacilli. 
<Z> Midzone : Epithelioid cells + Langhans giant cells. 
<2> Peripheral Zone : Small rounded cell as (Lymphocytes ; 

plasma cells & fibroblasts). 

Treatment : 



IS 





( 



General 




* 



• 



(6-9) months. 
[2J Dietetic rich in vitamins : e.g. Vit. D. 
[3] Therapeutic : (Antl-tllbcrCUlOUS tfHIBS) 

1* 3 months (Streptomycine) lgm IM day after day then (At least 2 drug: 

0 TNI I 5 mg/KBW ® Ethambutal 15 mg/KBW 

©Rifampicine 10 mg/KBW. <3> 




Surgical Excision of L.Ns : 





Repeated aspiration with injection of Streptomycin. 
> Technique : <D Healthy skin & Aseptic technique. 

® In Non dependant area & wide bore needle. 
<3) In a Valvular manner. 



> tfltafl Aspiration when blood comes out 

• Incision & Drainage If 2ry infected. 
Excision of Underlying L.N If resist and to treatment. 

ttt of T.B sinus : 

• Repeated dressing with 
Excision ofUnderrying L.N ff resists to treatment. 



♦ 




iTTic Lymphatic Disorders] 




® 




2m Type 



* Pathology: 




artery at hilum Msfiflfll is affected 
flVPerplasfl and nol caseation. 




No Periadenitis, No Matting, 
Calcification & No Sinus. 




★ Clinical Picture : 

BflU MM M 





Site : Start as one group at Cervical group of L.Ns ihsD becomes 

generalized. 
Consistency : Firm. 





* Investigations : "As Before" 

fl^B 

ut L.Ns biopsy show Hvoernlatfl . 




* Treatment 8 



General /// : As before 

Local tit : No Role of surgery except for L.N biopsy 





lasm of Reticulo-endothelial System (RES). 




The Mai 




I - Hodgkin's Lymphoma. 

II - Non-Hodgkin*s Lymphoma. 

UT- Burkitt's Lymphoma. 




odgkin's Lymphoma "LymphadenomaZ 



* Incidence : 




of Lymphoma. 



* Site : Whenever there is lymphoid tissues, Hodgkin's Disease may occur 

i.e. L.N, Thymus, Spleen, Liver, Bone marrow, Payer's patches etc 



N.B. : Hodgkin Disease may be primarily 

• Nodal / Common) : Starts in lower deep cervical L-Ns then 



* Pathology : 

» N.E Picture: 



The L.Ns are replaced by Pinkish Neoplasm which 
doesn't infiltrate the surroundings except very late. 

are deposits in Spleen, Liver, 
Bone mi 







Reticulum cells (Histiocytes), Lymphocytes, Plasma 
cells, Neutrophils & Oesinophiis. 
peed Sternberg Cells are pathognomonic giant cells 
which is multinucleated 2-8 nuclei arranged in mirror 
images -> 





* ClasslfScatfo 

■ Lymphocyte Predominant Type : The Best prognosis. 

Modular Sclerosis Type : The Cell nodules surrounded by fibrosis. 



■ Mixed Cellularity Type . 
• Lymphocyte Depleted Type : 

* Clinical Picture : 




prognosis 



: Commonly wit! 
: Male > Female. 





Site : Start as one group (lower deep cervical L.Ns) 

then becomes generalized. 

Consistency : Finn (Bubbtry). 
Characters : Painless, Discreit. Mobile & lift erett 

in size -> 





Night sweat, Loss of weight, Pruritis, Anaemia. 

Pel-EDstefn Fewr (Characteristic Fever) which is 



2 weeks of fever alternating with 2 weeks freedom 

of Hodgkin's disease. 



Alcoholics 





^Abdominal Manifestations J 



* 

A 



* Sli 




1 Splenomegaly. 

* Liver Enlargement & Jaundice. 
+ Ascities from Hepatic dysfunctions. 

* LV.C & Ureteric compression by 

Chest Manifestations. 




* Dyspnea, Cough & Chest paini.e Mediastinal Syndrome. - 




» Bone aches ± Vertebral Collapse. 

Neurolog ical Manifestations\ 

* Peripheral Neuropathy + Spinal Cord Compression. 



[The I .y mil bade Disorder*! 




* Staging : fAnn Art>or Spying Sg*te«) 

Staee I : One group only of Litis. 

* (Stage I E ) if Sinde Extra-nodal organ affection. 




group 




L.Ns at same side of diaphragm. 
tan one Extra-nodaJ affection at same 
phragm. 




Ill : L.Ns are involved Above & Below Diaphrag 
IV l Extra-nodal spread as liver, Spleen, B.M etc 




* Investigations : 



L a bora to rv 

• Blood picture : t ESR + (Anaemia, Oesinophilia or Lymphopenia). 

• Liver function Tests: t 




ent. 




♦ Chest (X-ray & CT scan). 

• Abdominal (U/S & CT scan). 

gone Marrow Puncture. 




: • Indicated with Stage I (A&B) & Stage II A. 

• Includes *i> 

• Splenectomy : For staging & Avoids the need of its irradiation. 
Biopsy of both liver lobes. 

* • 

Biopsy of all intra-abdominal lymph node groups, which arc marked 

by (Mela I Clips) to help future localization by the radiotherapist. 
Bone Marrow Biopsy from the Iliac crest. 




y is not preferred in many d 

Because of ■ T Accuracy of CT scan & MRI. 

• • • * • 

* Treatment : "Depending on Slaainfl" 

• Stage I (A&B) & stage IL4 : Treated by Radiotherapy alone 

tage IT B : 6 cycles chemotherapy (MOPP) supplemented by Radiotherapy. 
Stage III & IV . 12 cycles chemotherapy (MOPP) supplemented by Radiotherapy. 



© MOPP j_MusUn (IV), Onchovine (IV), 

© Role of surgery : 

a. Splenectomy if hypersplenism. 

.b. Decompression of ureter of IVC by LNs. 

c. fajt&mgJsmdsi, 

ovaries 



Procarbazine (ORAL) 
Prednisone (ORAL) 



& 




* Prognosis : "Relatively Q^nd Prognosis" 



(5 years survival rate of 80% of patients with proper tree 



0 



iTlic Lymphatic Disorder] 





cfgkin's Lymphoma 



* Incidence: Rare Type of Lymphoma. 





But com in on with th 

0 Sjogren's Disease. 

© Systemic Lupus Erythematosus (&L.E). 

<D Immuno-suppression after organ Transplantation. 
® AIDS 



* Site: 




tjgdal : Starts in the Cervical group of L.Ns then becomes generalized. 

: e.g. Liver. Spleen, Bone marrow, Skin "Mycosis Fungoid*" 

& GIT mucosa So mav leads to **> 

astri c Lymphoma 

Which produce manifestations similar to Carcinoma. 



testfnal Lymphoma 




Which may produce intestinal obstruction, bleeding or 
even perforation. 



* Pathology : 



N. E Picture:, CD The ILNs are replaced by White Neoplasm which 

jifiltrate the surrounding tissues. 
© Similar deposits are formed in Liver, Spleen, Bone 

marrow Sl Lungs. 

ture : m The normal architecture of nodes are lost" 

© Hie Architecture is replaced by Sarcornatou 
Lymphocytes & Reticulum cells. 

© The Lymphocytes being predominant in LymphPSarclUI 
& Reticulum Cells being predominant in Reticulum till 

SBKomi. & both of them being predominant in 






m Classification : "S 

• B-Cell Lymphoma : • 





Cell Lymphoma, 
Large Cell Lymphoma, 

Mixed Cell Lymphoma 
Immunoblastic Lymphoma. 



T-Celi Lymphoma. 
Lymphoblastic Lymphoma, 
■ Histocystic Lymphoma. 

* Clinical Picture : 

Age : Commonly with Elderly , 
Sex : Male > Female. 





Site : Start as one group (Cervical group of L.Ns) then 

becomes generalized. 

: Firm, Soft (if Degenerated) or Hard (if calcified) 

aracters : Painless, Amalgamated^ i.e. Cann't be counted. 
: AsHodgkin^ i.e. Infiltration. 






* Investigations 

* Treatment : 




Hod t ddn's Lymphoma. 



6 

Radiotherapy & Chemotherapy according to stage as Hodgkin's lymphoma. 
SuruicaLltt ! • Indicated with Gastric & Intestinal Lymphoma. 

• Technique By Gastric & Intestinal Resection. 

* Prognosis! "VeryBM 




Incidence 




of Lymphosarcoma 



Aetiology : Unkown , But may be related to infection with Ebsteln Ban ifB) 

"~ ""virus which cause I.M.N in healthy people A Burkitt's Lymphoma 




in patient with Chronic Malaria. 

* Clinical Picture : (Common < 12 years A In Western Africa 

*" ""The usual presentation is painless, progressively enlarged jaw swelling, 
also affect the Kidneys, Ovaries, Long bone & 

■ 

* Pathology : (Starry sky) appearance = pale 

* Treatment : Chemotherapy 






urn 





s. 



rare. 



1994 



Discuss the Pathology, C/P & ttt of 



1998 



Discuss Aetiology 



pathology 



_ A 



(15 Marks) 



Aetiology 
obstruction 

I 

¥ Discuss C/P & Treatment of T.B. lymphadenitis 
2003 I * Enumerate the causes of lymphoedema 



(9 Marks) <^jj-> 



♦ 

Chapter M4J 



kin 



Tissues. Bftpsa 



- 



I- Definition 



II- Pathology 




■ 





Disease ol Skin & S.C Tissues 



111 LIPOMA 

of adipose 

* It may be : 

1- Pure lipoma (Commonest). 

2- Fibrolipoma i.e. Contain excess F.l 

a = Naevolipoma 

contain 
Myoxomatous Tissue , 



* Retention cyst 

* It is caused b 
(obstruction of the duct 
sebaceaus cyst) by % 

L Inspissated sebum 

2. Dirts. 



i Jobulatcd aggregations 

False capsule 
True Capsule 



A 



Blood vessels (pedicle) 

© Sub -cutaneous: (Back) commonest 
® Sub -fascia]: Deep to deep fascia. 

© Sub-periostea!: i.e. flat bone. 
® Sub -synovial i.e. osteoporosis of knee. 
<£) Sub -mucous: e.g. larynx or intestine. 
© Sub -serous: i.e. Retroperitoneal. 
0 Jntermusclar -> simulate abscess. 
© Intra musclar -> D.D Fibrosarcoma. 

© Extra dural (spinal) Paraplegia (rare). 

© Intra glandular : e.g. Breast 



★ Meyer in Brain, Eye lid, 
© Compression manifestations. 
® Retroperitoneal type -> 

• Myxomatous Degenerations. 

• Sarcomatous Transformations, 
(3> Calcifications especially in. 

• Axilla & groin. 



* Epidermoid cyst : 

1- Stratified squamous 
epithelium. 

2- Sebum with bad odour. 

3- Blocked by black dot 

called (Punctuni). 




(Back). 

Scalp Trunk 
etc. ...] 



* Mever in Palm or Sole 




© Infection & suppurations 

GDLocal Alopecia . 
C£ Cock*g Tumor ulcerated 

Infected scalp with raised 
edge and No Indurated base. 
© Sebaceous Horn Successive 
layer of dried inspissated 

Sebum. 



IF 



Solitary : Excision 
anaesthesia i.e. 



under local 

by 




elleptical incision. 
Multiple: Removal 



of the most 



HJncom plicated : Excision 

with local anaesthesia. 

IF Complicated : Incision 
drainage then Excision. 



i 



As 



complicating one. 




[Skin JL S.C Ttesu «*J 




Dermoid cyst 



* Definition: 



It is a 



* Types : 




lined bv Stratified Squamous Epithelium. 



Sequestration Dermoid Cyst 





inclusion of a piece of epithelium in the S.C. Tissue at line 



TheC 



omm 



oncst sites ; © Face: External & Internal Angular Dermoid. 

© Afeg* * fhaifc Middle line (Ant. & post.) 
<3> Ear : Pre & Post-auricular Dermoid. 



* - 





(A) ynsnectlD^: CD Usually Single. At line of fusion. 

<2> Hemispherical in shape with variable size. 
<3> Well defined edge. 

(R) MlBffi ® Mot Attached to skin 



(3) 




in consistency. 

due to constant pressure 




Tubulo-dermoid 



★ Pue to distension of Remnants of Embryonic ducts as Thyroslossal c 
;mbryonic cyst as B ranchial Cvst 



<3h Teratomatous Dermoid 



★ It is a Benign Teratoma contains Teeth, Hair, Bone, 
& It occurs mainly in Ovary & Testis. 




etc ........ 




Inclusion Dermoid 



It is due to inclusion of epidermis during closure of a cavity as Supra-sternal 




Implantation Dermoid 

vtcut 2n to puncture of wounds which displace some epithelial cells int 
S-C. Ti&ue Cyst formation. It occurs mainly in the Fingers, PaJm & Sole. 



♦ Treatment : All Cases are treated bv EXClslfl 




: In children with sequestrated dermoid in the scalp. It is better to wail until closure 
of skull sutures because some cysts may communicat with the dura. 



(Skin & S.C Tissue*! 




iaj capillar* 




IAI ( Capillary Heamangioma 




Strawberry Naevus 



> 



Tt is also called "Hacmangfoma Simplex". 
Site: The commonest site is 

: Bright red. 





Surface : Sl ightly Raised above the surface, 
ourse : Present shortly after birth f 1-3 weeks] then after 

one year it starts to undergo involution. 





Not required because of it's spontaneous involution 




> 



III I 



■ It is ajgg gsjjgjj * Naevua Flai 

• Site : Along the distribution of cutaneous nerve frequently 

trigeminal nerve of the face and never crosses the 
middle line. 

• Colour : Dark Purple. 

: Usually Flat. 

Course : Present Since Birth & Doesn't undergo involution. 
Treatment : LASER Application is the choice . Excision & grafting 



difficult as it may involve a large area of the face 

f 




very 




• Tt occurs with patients having L.C.F. or Portal Hypertension- 
» It is due to Hyperoestrogenaemia or unkown cause. 
■ It consists of multiple dilated arterioles at the distribution of S.V.C. 




Arterial Haemangfoma > cireoid Aneurysm* 

■ It is a dilated Tortuous arterioles occurring mostly in the scalp 

'Temporal & occipital" regions, 
rs as Soft Compressible & Pulsating mass with Marked bruit over it 
treatment : © Preoperative Embolization by Gel foai 

Then © Ligation of feeding vessels. 

Excision of Aneurysm. 






[Skin A S.C Tissue**] 





■ nation : 




Ven OUS HacmaiiglOma J ^Caveraou* llacmangloma*- 

eftvork of dilated veins like a cavity. It is connected to the 

systemic circulation -> 
CD Since birth with no involution 

© Reddish swelling of mucus membrane of lips & Tongue. It 

may involve internal organs as liver 
(D Soft, Compressible but Non Pulsating mass. 






: © LASER Therapy 

<2> Injection of sclerosing material. 

Surgical Excision. 






► 





It is not a true tumor, but tumor like I.e. Hamartoma 
Hamartoma * Congenital Malformation or Error of vessel 



IAJ ( Cauillary lymphangioma 

• 

* They are Small, Soft brownish papules formed by Dilated Lymph Capillary 




Cavernous lymphangioma ) «cg 8 dc Hygroma* 



* Definl Hon s 




* Pathology: 




Space. 



■ If Consists of Multiple In 

■ Tt is lined by Endothelium. 
• It contains Lymph. 

* Clinjteajpteture : 

- Age : Since Birth or Shortly after. 

■ Site : CD Common at lower part of side of neck superficial 

to Stemo-mastoid & extends to post. Triangle. 

© The next common site is Axilla alone or with Neck. 
<3> 






common Cheek, Lip (Macrochilia) and Tongue 
(Macroglossia). 

: Irregular shape.' large in size. Ill defined edge. Translucent , 
Lax, Cystic & Compressible, but Non pulsating mass. 



[Skin & S.C TlKsne*! 




* Treatment : 

<D Excision as early as possible 
or © Injection of boiling water of sclerosing material / weekly 
or ® IF infected give A.B. -> 






eurofibroma 




[C] 



[E] 



rcn 



It Is a congenital Disease affecting Nerves. 

The tumor arises from Fibrous neurolemma! sheath. 




Oil O lVjIIi 



a tosis "Von HetMiug-bou*cn'ft Disease" 





diagnosed bv 




© Painless swelling. 



© Fusiform in Shape, Firm in consistency and 

along the course of nerve. 
<3) Associated with brown pigments "Cafe au lait n patches 
Treatment : Removal only of tumors causing pain or pressure effect. 

troma 




* As Generalized but singl e. 





Neurofibroma arising from acoustic nerve leading to Deafness 

symptoms. It may be single or part of generalized type. 



i 





It is a neurofibroma arising from the Termin 
It affects any part of the skin except the Palms 






+ Mechanical block of the joint + Xafc au lair patches. 






of the nerves & Redundant 



thickened skin 



• - 



Hamartoma 

, , 



Dating since birth. 
Not capsulated. 

Stop growth at the age of puberty or 

ither tissues stoo growth 




True benign tumour 



Never congenital . 
Usually have a true capsule. 
Never 





y 
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- A ? 



: it is an excessive amount 
Confined to scar 



fibrous tissue 




occurs U Jbxtra-sunm 
tation during healing 
Excessive tension. 






Normal Scar 






of the fibrous 



n: It is a localized 
tissues extends be 
into normal tissues. 

Wounds, Bums or Surgical 





* 



Hypertrophic Scar 





operations. 

: It is Difficult because of high rate of recurrence 

CD Pre and post-operative Irradiation to I recurrence. 
© Excision. 

© In tra-Icsionai steroid injections -» Give Excellent Result. 







I9ICMelanocylic Tumors 

From Melanocyte cells (Melanin pigment) crejgntat Basal layer of Epid ermis 
: 

© Lentigo: 

• ^5 _MejanocyJ.es re^J.gce the basal layer of epidermis in certain sites. 

appears as flat Black or Brown soots. 

Junctional Naveus s 

• M.o«.pmliferati(>n of Melanocytes 4 Small Nodules of epidermis and bulge 
downwards in the Dermis . 

• Clinically; Like Lentigo 

Compound Naveus : 

• Rrtaaffi-fal both Epidermis & Dermis. 

• cjinicaljy: It appears as Raised Brown to Black nodule. 

intradermal Naveus: 

. Present mainly in Dermis 

• cjiflicajly Like Compound Naveus. 

pi gmented naevl undergo malign ancy ? 

sent at site of chronic irritation 

* for surgic al Excision? . 

<D Cosmetic reasons. 
) IF Subjected to repeated irritation as (Fac 
) IF Malignant transformation is suspected 




Premalignant Conditions of the Shin 



[ 1 ] Actint<. Q scnile) (solat) fc* fat ^ : 



wit ^rP.W.OT.SSJ precancerous lesion of skin. 
It is |uft.tfi.prolonged exposure to sun as farmers and fishermen 

^Stie ^multiple lesions on the face and backs of hand. 

- N/& '■ dually the lesions < 1 cm and have dry. Hard scales 

- M/P '■ Abnormal epithelial cells limited to epiden 

^'% 9 Ksfngle : a. Superficial lesion -f Freezing with liquid nitrogen. 

b. Horny lesion -> diathermy curettage. 

c. Indurated lesion ■> Excision. 

© If Multiple : 

Chemotherapy (5 fluro-uracil) & Ms radiotherapy. 




Radiodermititis ; 

Area of skin damaged by Excessive exposure to irradi 

Erythema or ulceration but later on irregular 
joss. Eventually -> squamous cell carcinoma. 

131 IftSjjjt SU Pigment osa j (Rare disease of children) 

1 "^hTcondition starts by " : < x "™" 




ion & Hair 



followed b 



0 f the skin. 





and thinning 



[4] Leu 



: e.g. lip. 




[5J Carcinofl«Q» '• e g. 

v ulgari s (T.B. of skin). 

Chronicj iJcgl (MarjoJine ulcers). 

e.g chronic venous ulcer, untreated burn. 

[8] Seborrhoe'* keratosis. 
[9] Bowen's d'sease : 




potentially malignant disease (seen with Elderly). 

It is due to Arsenic ingestion e.g. medically taken or due to viral cause. 

Usually red, flat, scaly or crusted mistaken with solar keratosis 
InvestigftfiQD : biopsy may be needed. 




Curettage 



IreatmiUlt 

® Destructive therapy by Cryothera, 
<Z> Ch emotherapy may be needed if small lesion. 



0) Surgical Exqision if large lesion. 




{Skin & S.C Tissues] 




Like Conditions of the Skin 




Hi 



m i mm 



* AetlOjOSUL- Localized epithelial proliferation due to viral infection. 




Small horny projection that is usually multiple & grayish 
Common in the dorsum of the hands & feet. 
Only the plantar warts are 




© Surgical excision with diathermy. 

<2> Cryosurgery by freezing the wart using liquid nitrogen. 

giant 







Callosi 

* AetipJpflV.: Localized thickening of the skin due to repeated friction & pressure. 




Area of thickened skin which they are 
above the surface. 




plaques elevated 



* Treatme JflJ.: (Removal of the cause) + 





e.g. salicylic acid. 




* Aetlpjpitf.: Neglected callosity with downgrowth of hard horny plug pressing on 




* CHnjcajjnctyre.: 

Circumscribed conical mass with depression in the center which is very tender. 

*.Il8at_llie_nJ_: Like callosity but excision is usually needed. 




F4ll Keratoacanthom 



* ActlOipiUL: It was thought that it is a true tumour, but its progressive then 

regressive course raises the suspicion of its inflammatory nature. 

• It is common on the face of middle aged people. 

• It forms a red firm rounded papule that enlarges rapidly to about 2 cm in 
one week then regresses slowly to heal within 3 to 6 months. There is a 
keratin plug in the center. 




[sun & s.c n*«uc«i 





[T] Malignant 
lelanomi 






|7]BasaICejl 

— cai" — 



I £ i £nif oin fin s psU 

carcinoma 




4c JncUfence : 

■ Aae : 3CM50 years 

• %x : Male > Female 



Malignant Melanoma 




defective Ozoner layer. 

* Predisposing Factors 5 

■ Prolonged exposure to Ultraviolet rays. 

■ AJbinisni & Xeroderma pigmentosa. 

■ On top nf Benipn naevus f Chronic Irritation). 



■f Malignant Transformat ion 

(D Increased in Size or thickness . 
(2) Increased in Pigme ntation , 
<3> It becomes Painful & Indurated . 

® Hard Enlarged Draining L.Ns . 
® Surrounded by Mu?ti 
© Ulceration & Ble 



91 



Breslow Classification 



"Depend o 




Stage I (< 0.75 mm), Stase II (0.75 mm - 1 .5 mm), 
StaeeJV (2.25 mm - 3 mm) & 





Ml If 




Clark's Classification 



"Depend on Depth of Invasion 



>» 



' level I 
« Level II 

• Level III 

• Level IV 
•Level V 



* Spread : 



Epidermal. 

Dermo-epidermal Junction. ' 
Superficial papillary Dermis. 
Deep papillary Dermis. 
Subcutaneous Tissue. 



" Direct spread : To surrounding tissues 

: By Both 

Permeation (i.e. Satellites) and 






* Clfnlcal_p[cture : * See pathological Types 



* D. D. : 



® Pigmented Basal Cell Carcinoma. 
© Granuloma or Haemangioma. 




* Investigations : * 

Jhe_ Qnly Sure Methods arc Biopsy & Histological 

* Treatment : (Radio-resistent) 

[A] The 1fy lesion : Should be excised wi 

subcutaneous tissue. 





N.B. The Deep Fascia Never excised 




But 



IF Not Clinically involved ^ 

Fine Needle Aspiration is done to ensure that they are 

IF Clinically involved 

Radical Block dissection must be done. 






Chemotherapy, Interferons and by InterIckin-2 . 



* Prognosis s 

■B ta^W 

According to Pathological Types 

O Nodular Melanoma : Bad prognosis. 
O Lentigo Melanoma : Good prognosis. 
© Acral Lentiginous Melanoma : Poor 



IZCHiJiTi 



SIS. 



© Amelanotic Melanoma : Very poor prognosis. 



• 



fSkln A S.C TI»»uesl 




* Definition. 8 





Rac 



Locals Malignant tumor arises from 




"Common 1 

• > 40 years 

• Male > female 

• White > Black 




Malignant Tumor arises from Stratified 
Sq uamous Epithelium of the skin 



"Less co 

>50 years 

Male > Female 
White > Black 



III II 



* Predisposing 




* pathology • 

-S|tg 



• 




N/E 



•IT 

• Site 

•Shape 

•Size 



CD Prolonged 

i.e. Ultravilol Rays. 
<2) Albinism. 

0) Xeroderma Pigmentosa 




90% in the Face $fa 
especially above a line fe- 
from lobule of ear to 1 ^ 
the angle of mouth. 
Other sites as Dorsum of hand 

Perianal 




• Usually single 

• As above 

• Oval or rounded 

• Usually small 



© Prolonged Exposure to Sun rays 

i.e. Ultrtavilot Rays. 
© Albinism- 




© Previous h 
& Long standing irritatjoa as 

Chronic ulcer, Sinus or Burn scar 

© Carcinocens as Tar derivatives. 



cr nart of Face, scalp Lip. 

Gums & Tongue. 



t Othe r sites as Dorsum of hand. 

Oesophagus A Anal canal 




Usually single 

A§ above 

Irregular in shape. 

Usually large because of rapid 

rate of 



[Skin I S.C Tissue*] 





•Edge 

•Margin 
•Floor 
• Discharge 



sal c ell Ca rclno 

Rodent nicer 



• Rolled in & Beaded 

• Dilated capillaries. 

• Covered by Crusts . 

• Blood & pus 



ceH 



Epithelioma 



Raised everted . 



Necrotic 



Blood & 

* Indurated Sc. 



't 



,e underlying 



Keratin 



* Spread: 



column; 



cdls 



arranged in BfttM manner. 
©Central Polyhedral cells with 

basophilic neuclei . 
© No Tendency for keratinization 

© Direct Spread : The ogJy 
spread to surroundings and 
t^e underlying structures. 
© No Lymphatic spread : But if 
enlarged L. Ns. it is due to 

2iy Infections or Epithelio- 
matous transformation 



Nod u la 



The lesion 
nodule 



starts 

which ukerate later. 
Ulcer For 

e : The ulcer 



icavati 

erodes deep into the under 
lying structures leading to 
destruction of the nose. 



N.B. 



* Clinical 

PlctkitB 



Other types as Pigmented,Flat 
superficial spreading 
(Field - fire type) 

ffl Paticnt represents by a small 
nodule which later on ulcerate. 
© No Draining L.Ns 
© Examine ulcer 

"As beforc H 



© Epithelia pearls or Cell ne sts 



CD Central kerati 



© Direct Spread : The tumor is rapidly 
infiltrates the adjacent structures. 

© Lymphatic Spread: By 

Embolization to the regional L.N.S. 
which is hard & stony in 

consist encv. 



©Blood 



d: Late & rare. 



© Patient represents 

which grows rapidly 
© Hard draining L. Ns 
© Examine ulcer 

"As before" 



ulcer 



* 



* Complication* : 



* D.D : 



* Investigations 



* Treatment 





Rodent ulcer 



fl ttry Infectiopi -* Meningitis& 
Cavernous Sinus Thrombosis 

i.e. cause of death. 
CD Severe Hemorrhage from 
Erosion of big vessels. 

(SEpit heliomato m Transformation 





ell carcinoma 

gnant melanoma, 
to -acanthoma. 

Lab (Blood, Urine, Stool). 
Aspiration fiiopsy Cytology 
(A.B.C) 

Biopsy (must include the edge). 
NJg: Specific as X-ray skull 



★Irradiation 



Indicated in : Old patient with 

large lesion. 
Contmindtcated : (see indications 




★ Surgical Excisioj 
> Indicated in: . 

1- Very small 

2- Ulcer near the eye. 

3- Recurrence after irradiation. 

iistnnt to irradiation. 

Ulcer infiltrating bone or 
cartilage because malignant 

cells are h 




will lead 
Irradiation Necrosis, 

will leads 



High Risk of Recurrence. 

> Technique z 

Excision with safety margin 
about 1 cm of surface & depth. 

★ Curettage & cauterv : if multiple 

★ Cryosurgery : if small. 

★ Flu rou recti : if superficial but this 

line has high rate of 
recurrence. 




Epithelioma 



METASTASIS 



CD Basal cell carclnana 

<2> Malignant melanoma. 

Q? Kerato-acanthoma. 

CD Lab. (Blood, Urine, Stool). 
<Z> Aspiration 
(A.B.C) 

<3> Biopsy (must include the edge) 

N.B: Specific as X-ray skull 





SamaBsRDdailulctr 



9 IF regional L .Ns are involved 

jflpjg indicated 




Otherwise they are monthly 
Examined. 



* Prognosis : 









Bursitis 



Introduction 



The Bursa resembles the synovial capsule of joint, 
t contains clear mucinous fluid to minimiz e frictio 



Tvnes 



f Id lyHf n w ci ^ vj i 

Present where Tendon passes over Bony surface or where 
LiDcrficial fascia & skin covering bony prominei 



Developed over areas of 
anatomical i.e. Newly formed. 



ated 



« A • 



non 




Ghroste 



Acute 






a cuts 





Typos of Chronic Bursitis 

0 House-maid's knee (Pre-patellar Bursa) 
Present as fluctuant swelling. 

• Site : Over the lower part of patella. 

0 Student's Elbow (Olecranon Bursa) 

• Present as lax fluctuant swelling. 

• Site : Over the Olecranon process 



© Semimembranous Bursa 



• Present as Tense, fluctuant swelling & 
characterized by becoming Ten se on 
Extension of knee & flaccid on Flexion 



of knee. ■ 

• Site : Medial part o 

above the joint line. 




which 



rial membrane 
of knee joint with oste-oarthritic 
patients & present at center of 
popliteal fossa below joint line. 










: It is a ,M> /Ynmfltni3S de generation of 
fibrous (issue of Tendo n sheath & Joint 



capsule. It contain jelly like mucin 



• Localized, Tense, Cystic, painless & related to tendon 

• Bad^f\vrist is the commonest site. 
- Itjsj nobile across but not along and it's mobility 

restricted v/iia 





QefTnltio n: It is a T.B S ynovitis of synovial sheath of the tendons passing under 

flexor Retinaculum. The synovial sheath becomes distended with T.B, 

granulation tissue. 

<D Localized, Fluctuant swelling. 
© At the lower part of flexor Retinaculrc 
O Characterized by "GrtSSnuCttaUQBTMP 
Treatment: Anti-T.B drugs + Immobilization in Plaster Cast 





/I- Cystic swellings : 

® $tinmd:&£ l .ttf®tll ' Abscess, Haemangioma, Lymphangioma. 
® ' Saccular varicosity of upper end of short saphenous vein, VV 
® Artery : Popliteal aneurysm, arterio 

B- Solid swellings : 

(D §m.M&£Ubm ! Lipoma, Neurofibroma. 
® Muscles: Fibrosarcoma. 

Neurofibroma. 
® E&tiQMGMRk:- Fibrosarcoma. 

© 5o«« ; Acute and chronic ostemoyelitis, osteoclastoma, osteosarcoma, secondari 

of lower end of femur or upper end of tibia. 



Superficial Swellin 



a Tumors 



Desmoid Tumor 



* PeflnJIlon : 




ignant tumor 




* OlQWftJltt.: 



Multipara female (80%). 

Common with (Gardener's syndrome) 




* AetlOjOfflf.: 




* Pathology 




4 



o It arises in the rectus sheath below level of umbilicus. 

o It is usually arises to one side (usually Rt.) Never in midline. 

N/E: 

o Pinkish, hard & non capsulated mass. 

Cut section shows parallel fibers like tendon and hence the name 
(Desmoid tumor). 



M/P : It resemble 





*.Spr§fML: Qnb: local, early to mother 



in 




* ClUtfCalfJCtUM; 

• Slowly growing, hard (painless swelling in the lower abdomen with ill 
defined edge. 

At site of a previous abdominal scar. 

• It can moves side to side & becomes fixed on contraction of the muscle. 

* lnvestjg_a][Qas.: CT scan & MRI. 

♦.IW&tjnjpjtf.: Only by side excision with 1 inch safety margin including the whole 

thickness of the muscle and the defect in the abdominal wall is repaired 
with Proline or Nylon mesh. 



Spinal Bifida 



* Def jjlltion : Congenital absence of Post. Neural arch of 

the vertebrae with or without meningeal & 




* §lte_: Most common at 1 urn bo-sacral. 




Spi nous process . 
Transverse process . 

am" 



* TVBff? 



in a Bifida Occulta : 

The defect in spine & lamina only, there is 
dimpling in the skin over it with tuff of Hair , 
& dilated veins. 




[it] Spina Bifida Manifesta : 

CD Meningocele : 

- Protrusion of 

- C/P : No paralytic lesion & 

- Di- 





es through lumbar defect. 

is 






r no. 



<2> Myelocele : 

- Protrusion of cord through lumbar defect. 

<S> Meningomyelocele : 

- Protrusion of meninges & cord throu 

- £/P ! Paralytic lesion & Hydrocephalus 

- Diagnosis : Cystic Opaque mass. 





Treatment 



Exc ision with repair of the defect to avoid rupture 
S hunt operations . if hydrocephalus developed. 






1995 



1998 



[2000 ] 



• Give an account on Cystic Hygroma. 

i Discuss the Aetiology, Pathology & Tr 

Basal Cell Carcinoma of skin 

• Rodent ulcer : pathology & treatment 



Discuss Pathology, Diagnosis & treatment of 

Rodent Ulcer of the face. 
Discuss Malignant Melanoma. 



(25 Marks) ^JtS m j 



(10 Marks) ^jji 



2000' Discuss C/P & Treatment ol squamous cell carcinoma (10 Marks) mJ&jm 



2002 | * Discuss path & C/P of Rodent ulcer 



2003 



Discuss DD of an ulcers of the face 



Chapter! 15 I 




* Definition : 

■ Hernia is the protrusion of a viscus or part of 

vise us within a peritoneal sac through an 
opening or a weak part of abdominal wall. 

* Sltoj 

[1J Inguinal Region : (i.e. Inguinal Hernia) d'COmmta) 
• Area a hove inguinal ligament (Groin crease). 

MA It may be Indirect or Direct. 

[2] Femoral Region : (i.e. Femoral Hernia). 

inguinal ligament (Groin crease). 
MA; fl] & [2] called 





mbWcaJ Region : (i.e. Umbilical Hernia). 
Area midway between the xiphistemum and symphysis pubis 

i.e. At normal site of umbilicus. 




Hit 



Central and Rounded in shape 




Creasentic in shape 




common 



Epigastric Region : (i.e. Epigastric Hernia). 

away from umbilicus at site of linca Alba, 
MJL: [3] & [4] called Abdominal Hernia. 

[5] Incisional hernia : (i.e. Post-operative Hernia) 2 

MJL' The commonest incisional hernia is post-appendi 

[6] Others: Rare sties of Hernia as 

• Obt urator Hernia ; Through Obturator foramen. 

: Through Lumbar region 
: Through Greater sciatic fora 
: Through Lesser sciatic foramen. 



BP 



iemifl 



# Lumbar 

• Gluteal Hernia 

♦ Sciatic Hernia 

Hernia 




: Through Linea semi-lunaris 



* Aetiology 8 It may be % 

• (A) Congenital : due to presence of a Congenital Performed Sac . 

e.g. the Remains * 








bdomlnal pressure : 



Chronic 




At 1 




Cough, Constipation or Senile Enlargement of 
Prostate (SEP). 

jnaj swelling -» Pregnancy, Ascites or Hepato-splcnomegaly (HSM) 

"as Porters. 



(The Hernia] 





ness of abdominal 

• Obesity •> Fat separate the muscle bundles ai 

• Stretching by 



weakens the aponeurosis. 





* Structure 



@ The Defect 



+ 




The sac +© the content * 




coverings 



(X) The Defect : Through which sac bulges out. 
(5) The Sac; - 



" The sac has many shapes (see below) % 

• Pear-Shaped : Indirect (oblique) inguinal hernia. 

• Hemispherical : Direct inguinal hernia. 

• Tube-Like : Funicular type of (O.I.R) 

• Multilocular : Para-umbilical Hernia (P.U.H.). 

• Conical : Infantile hernia. 

The Cod tent i 

★ It may be any organ except the 

d> IHntcstinc 1 © If Omentum 






Enterscclt 



Consistency 
ReducibiUty 




• Soft 

• l^nart difficult, because of 




Omamocelt 





Percussion. 
Palpation 



Show gurgling 
Resonant, 
LobuJated surface. 




Doughy 

t part di fficul t, because 
adhesion of sac and omenta 

• Show dough y sensation. 

• Dullness. 

• Smooth surface 



N.B. Special Contents 





Aportion of Cirumference of intestine. 
It occurs with femoral hernia. 
Diagnosed only if strangulated. 






Two loops of the bowel (Hernia-m-W) the 
intermediate loop lies in peritoneal cavity. 

The content is Mlckle** Diverticulum. 



® Sfidine Hernia : Urinary Bladder may be 

adherent to the wall of hernial sac. 

© Pantaloon (Dual - saddle) Hernia: (Not Rare) 

The are 2 sacs which saddle the Inf. Epigastric artery pulling 
on the neck of one sac to be single sac then Trans-fixiation & 
excision is done. 

® Interstitial Hernia : If the sac of hernia passes between the layers 

of abdominal wall instead of descending into serotui 






(!) Between the peritoneum &Transversalis fascia(Propertioneal 
<f> Between the internal & external oblique (Intraparietel type). 
<D Between the skin & external oblique (Proparietal type). 

: Derived from layers of Abdominal wa 




★ ft is Inflammation of contents or 2ry to using a truss. The patient complaint of 
(Fever, Headach, Malaise & Anorexia). The Treatment is observation only. 




Irreducibility 




* Aetiology s 



Adhesions betwee n the contents & the sac. 
Adhesions between the contents themselves. 

strain. 




* 0 




Irreduclfalt 



Acute Obstruction 
Impulse on cough 
Tense & Tender 



Obstruct*! 

+ 



Strangulate! 



* Treatments 

Irreducibility increases the risk of obstruction & strangulation. This means 
early operation {must be according to type of Hernia} Then cut of adhesions 
& reduction of hernia. 




* Definition s 



Obstruction 



Occlusion of intestinal lumen from outside or inside but the blood supply is 




★ Aetiology 



Usually 2rv to irreducibility 

■ 



- 





* Treatment 



Farry surgery as DD between it & Strangulation is very di 




when the blood supply of it's 

seriously impaired. 




* Incidence : 




Para-umbilical 
Incisional 



to the Type of Hernia 

2-4% 
25-30% 

15-20% 
15% 



[B] Although the incidence is higher in Femoral Hernia, vet strangulated 

inguinal hemia account for more than 50% (As it u more common) 
ngulation occur at any age & commoner after Truss 





* £redl«p©sliij| 

CD Inflammation, Irreducibility & Obstruction. 

© Sudden Ex pulsion of new contents following straining. 

® Rcfigated attempts at reduction producing oedema 




(A) The Constricting Agents 



■ Any 

■Neclcofthe 

■ 





within the 





(B) The 



j edge of lacumar ligament. 
fcjJWXftl Hernia. 

:t in linea Alba. 
P^ttmbiJiMHernia 




ricting Agents will co 




the intcsntinal mesentery 



(Thin walled) T Venous pressure -> Oedema end Congestion of 
intestinal loops. IF the congestion is marked increased ~> Haemorrhage in 
intestinal Wall & lumen 

rise of pressure Impairment of arterial blood supply £o 
ents lose their vitality & may be undergo gangrene, 
■ angrene occurs : It starts at ring of constriction then affects 



the anti -mesenteric border of intestine. If perforated Peritonitis . 




* Clinical picture : 



(A) General Examination 

• Manifestations of (A.I.O) (Constipation, Colics, Distention and Vomiting). 

shock & 



ovola 




If Gangrene occurs -J 
i.e. No colics which 




[The Hernial 





NJL * Manifestat i ons of (A.LQ) are tb$M with ^ 

® Strangulated Omentuj 
© Strangulated Ric hters Hernia. 
® Strangulated Li ttre's Hernia. 

I'l He mil : The Gangrene affect the intermediate 
ic Abdomen as it has the most distant blood supply, 
looking for it during the operation 



(B) Local 





© Tense & Tender 

0 Irreducible 

(3> No Impulse on cough 



* D.O : 



Acute obstruction 
Impulse on cough 
Tense A Tender 




* Trcaftmetlt : (Emergency operation after Resuscitation! 



• 




Immedi 




CD Hospital izatioa 
<2> Ryle's Tube for suction. 
(3> Urinary Catheter is applied. 

® LV Fluids To correct electrolyte imbalance 

(X> I. V Blood & Ringcrt Lactate to correct Hypovolaemia. 

© LV. Broad spectrum A-B, to guard against Septic Shock. 



® Immediate Operation 




the fundus of sac and 




to 



CD Incision should be planned 
Evacuate Toxic fluid I st . 

CD The constricting agents should be divided over the fingers to avoid injury 
of intestine. 



O The contents are pulled out & Examined, viable or not * 



Intestinal Color 
Peritoneal Lusters 
Mesenteric Arteries 



y Pinching 

Consistency 
If Injured 



ViafeJs imestlBt 



• Pink or Dark red 

• Present 

• Pulsating 



Contracts 



• Bleeding occu 



HM-vi8blB IMestlat 

Brown or Black. 

Absent 
Non-pulsa 

No Response 
Floppy 

~ Bl 



[The He nil a I 






Deaf Willi Tlie Contents 



Viable 



Excisio 
weither 
viable or not 



Reduced 

Co tbe 
abdomen 



Intestine 



Non viable 



Doutful 



Small tntestlM 



Urii litcsdM 




Resection & 
Anastomosis 




Exteriorisation 
Resection 



* Cover the Intestine by Hot Saline 

+ Pure O2 inhalation (15 min.) 
Then Decide either Viable or not 





O) Re pair the Hernial Defect by 

O Su bcutaneous Drain is usually used 

e (a) Continue Ryle's suction with 1.V fluid, 
ftp Prophylactic A.B. 
(c) Removal of drain after 5 days. 






occur during pre-operative preparation in jnfafl 

O.I H. which has strangulated for 

Through Cental TAXIS 




min 



iber of infants the reduction of Hernia is easily obtained 
Flexion of thigh 




Complications of Turn 

© Ru pture of sac or Intestine at neck of sac. 

® Reduction of gangrenous part into the abdomen Peritonitis, 

m Reduction-i n-mass : ^ 

The sac Together with it's content are forced back 
i.e. swelling disappear but symptoms are persist 






When narrow necked sacs becomes occluded by omentum or adhesions after 
reduction of it's contents 4 collection of serous fluid in the sac. 



* Qllnjcaj Pjcture : 

Cystic transluscent inguino scrotal swelling. 
*.UWUBM. : Excision. 



Rupture of Hernial 



Excessive manipulation of the Hernia -> 
contents in the SC. tissue. 




of sac -> protrusion of hernial 





♦jACjllence.: 10% (75% indirect & 25% direct) 

* AeHOjlOgy.: As incisional Hernial + 

© Leaving part of the original Sac. 

© Missing a second sac at operation e.g. Pantaloon Hernia 



^Treaunentj 

Correction of predis 



sing factors + Hemic? 



<g}s 





inlflpn 




adherent to wall of hernial sac. 

* Lncldence.: 

CD Common with old males & common with inguinal & femoral Hernia. 
GD The commonest sliding organs, urinary bladder, caecum & sigmoid colon. 

*.QNii]cal Picture: 

• Old male with incomplete reducible Hernia* 

• Urinary symptoms (double micturation) if sliding urinary bladder. 

* MflRttlti Graham's operation 

Cut the part of the wall of the sac adherent to the sliding organ & separate it from 

the sac then the sliding organ is pushed back into the abdomen then the remn 



Mil 




the sac is Transfixed & excised Then Finally repair is done. 





O Superficial Fascia 

. Su perficial Fatty Layer & Deep Membranous Layer. 




External Oblique Muscle 



Origin : From outer surface of lower 8 nbi 

: Xiphoid process, Linea Alba, A.s 

outer 

Surgical Importance : 

• Fibers run Downwards, Forwards & Medially 

• The lower pari becomes aponeurotic and it's 

border enfolded as Inguinal llgameit 

External Inguinal Xing is an opening of external 

oblique aponeurosis. 



Interna I Oblique Muscle 

: From lateral half 
inguinal ligament. 
Insertion : Lower 6 Costal 

process 



cartilage. Xiphoid 



Fibers run Upwards, Forwards and medially 

endon 



- A. — 

into 



• The lower fibers inserted as Conjoin 
with 

the Pubic crest & Pectineal line. 

• The lower border covers the deep ring and the 

beginning of spermatic cord- 
Trans versus Abdomin is Muscle 

From lateral 1/3 of upper surface o 
ent & lower 6 Costal cartilage 
phoid process & Linea Alba* 
ortance : 



in* 



inserted as Conjoined Tendon 
Internal Oblique muscle 



Hi 



I' 



Thin buj Strong fascial layer lies infront of the 







[The Hernia] 




• // w « shaped) opening in Ext. Oblique Aponeurosi 

• // presents % inch above & medial to Pubic Tubercle. 
•It is an Exit for Spermatic cord & Ilio-inguinal nerve. 

★ H^p (Fnfpriian Intniinal Ring ; 

• It is a (U-sh aped) opening at Fascia Transversalis. 

• // present Vi inch above mid-point of Inguinal ligament. 

• // is an Inlet/or Spermatic cord. The Inferior epigastric 

vessels run medial to it. 



Inguinal Canal 




* Definition : 




of the Ant Abdominal wall. 



* Course : 





ins at Deep ring (1/2 inch above mid-point of Inguinal Ligament) then. 
directed downward, foi 
» It' s length nbout 1.5 inches (4 cm) 

ds at superficial ring (1/2 inch above & . rsr\ 
medial to pubic tubercle) . | (P(N) 





the post-wall of the canal then 
passes through superficial inguinal ring. 

gp f mifltfc Cord if Male 

If Female 




ifltic Cord 



CD Vas Deferens. 

(2) Artery of vas & Testicular artery. 
0) Vein of vas & Pampiniform plexus. 
® Autonomic 
<3) Lymphatic vessels. 
® Vestige of Processus Vaginalis. 

© Genital br. of Genito-femoral n. 





+ BpundBrtmrn: 

® interior waU! 



External Oblique Aponeurosis, 

Lower parts of Internal Oblique Muscle laterally . 




Fascia Transversalis. 
Conjoined Tendon medially , 



® floor : 




ligament 





conioincd Ten (J on. 



Factors prevent l^utaaJJIernla s 

Inguinal canal is oblique So ^ 
The Internal ring & External ring fifit at same Plane, 

t (Intra-abdominal pressure) the followings occur 
Contraction of Anterior abdominal wall So that the anterior & 
posterior wall of inguinal canal are approximated. 

B. Contraction of External oblique muscle leads to narrowing of 
External ring. 

C. Contraction of Crcmcsteric muscle leads to elevation of scrotum, so 
Closure of External rings occur. 

Sh pncrMcchanlSB : 

Due to Triple relation of the lower fibers of Internal oblique muscle to the 

inguinal canal. In the [Anterior, Roof & Posterior wall] So contraction 
of this muscle during strain leads to closure of Inguinal canal around 
the spermatic cord 




Inguinal I Nassefbach J Triangle 




a protrude through this Triangle 



of Hassetbach Triangle ; 




canal 



of posterior wall of Inguinal 
Fascia Transversalis. 



<D Medially : Lateral border of Rectus shea 
<2) Laterally : Inferior Epigastric vessels. 
In/erlorfy : Inguinal ligame] 







• Due to persistency of processus vaginalis. 

• Jt reaches down the scrotum from the start 
& lies among it's content. 

• Although being Congenital but maybe 
appeared with adult life. 



g> Tnf^nrili} jlernfa : 




extends upwards to the 

* 

External Ring. 

True hernial sac passes behind it i.e. 2 Sacs 
l\ is operative finding only . 




<3> Adult Tync 






Hemiais 

Seen as bulge or mass at Inguinal region. 

(g) funicular Type : 

Hernia passes with cord & stops i ust 

Above the Epididymis 

(c) Complete scrotal Hernia : 

Hernia descends to the bottom o f 

Scrotum. The Testis behind the hernia 




r 




Which bulges through the lateral, part of Hasselbach's A (made by Fascia 
Transvcrsalis) only. & Thus has a very wide neck & is Jess, liable to 

complicate 




Which bulges through a defect in the conjoint Tendon infront of fascia 
transversalis in the medial partof Hasselbach's A . The edge of the defect is 
shaip 4 narrow neck & is more liable to complicate. 




* DO of InuuinaiHernfas: 



From (other Inguinal & Inguino-scrotal swellings) 




<D Hernia ; Bubonocele & Direct Inguinal Hernia. 

<Z> Hydrocele : Hydrocele of Hernial sac. & Encysted hydrocele of the cord. 

<3> Testis: Undescended, Ectopic or Retractile. 

® Cord : Nodule or Lipoma. 

© Iliac LNs: Jiist above inguinal ligament. 

© Iliac Artery: Aneurysm. 

0 Skin & S.C Tissues: Sebaceous, lipoma ....etc. 

[BJ fn quino-scrotaf swellings : 

<D Hernia: Oblique Inguinal Hernia (Complete Type) 

® Hydrocele: Congenital, Infantil. Hydrocele of Hernial sac & Encysted 

Hydrocele 
O Testis: Retractile. 
0 Cord: Varicocele 






V. Important 




ernal Ring Tesi 



It is used for g roin hernias. 

The patient lies down and the hernia is reduced then put your finger over the 
internal ring which lies l A Inch above mid point of inguinal ligament 



4 Ask the Patient to cough ; Then repeat while standing . 

"* The result : An indirect (oblique) inguinal hernia does not protrude 




removal of the finger. (DD direct inguinal hernia). 




iised for g roin hernias 



* The patient is standing and the hernia is reduced then put your little finger is 
passed into the external ring, invaginating the scrotum, with your nail towards the 



spermatic cord. 

Normally : The external ring admits just the tip of the little finger 






t to cough then % 



A The result 



-» Impulse on the tip of the little finger : Indirect i 





on 



medi 



Technique ( Ji j tA^) 



of the li ttle finger = Direct inguinal herina 

Zefman's Technique 



b Indication 



>ivous lump is detected, the 

presence and site of hernia may be b 
Technique : Placing you index finger over inten 

and the middle finger over external 



and the Ring finger over femora] canal. 

Ask the patient to cough t 

At Index finger (Internal ring) m Indirect hernia. 
At Middk finger (Inguinal canal) = Direct hernia 
• At Ring finger (Femoral canal) - Femoral 






* Management of Inguinal Hernia: 



[A] Investigations: 



To detect underlying cause of LA.P : 

Chest X-ray, Abdominal U/S & Trans-rectal U/S for S.E.P. 



[B] Treatmen t : 



Q Truss : 



Indications : (D Infant below 3 months waiting for operations. 

© Old patient. 

<3> Unfit for surgery. 
Contraindications : CD Irreducible hernia or femoral Hernia. 

© Obese patient (Difluct to use truss ). 
<3> Presence of another pathology as 
varicocele or undescended testis. 
! © Infection. 

® Adhesion -> strangulation. 
(3) 



h 




• 

1 Indirect ( obflque ) Inguinal Hernia 




* Removal of hernial 
sac + reduction of the 
contents fillip - 



I 

: 



Narrowing the defect & 
Repaire of posterior wall 
of inguinal canal 



• 

5 



Repair the defect by 
synthetic material like 

proline Mcah 




2. Direct Inguinal Hernia 





IIHIMWIl-i 1 




Direct Inguinal Her 



of Hernial operations are suitable for" Indirect 

Inguinal Hernia " onl y , 
rnia : Herniorrhaphy or Hemioplasty is done 
i.e no Herniotomy is done alone 




★ 



Indicated with infants & children below 12 years. Why ? Because the Deep 

ring is unstretcbed * good musculature foringuinai canal 



★ 



r I I r\ ■ I V I * J 



General or Spinal 



Tnclsloi 

jt^iijnal incision 

to medial 2/3 of Inguinal ligament 




• < 




r | ] t^ p Fxternat ODlia ue Mgponeur 

is incised in line of it's fibers , &o.Jb.&t it opens 
the external ring so the inguinal canal is opened 

^ ! \Vhv ? To avoid paralysis of conjoi 

Tendon so prevent Direct Hernia 



in which the 



hernial sac lies is hooked by ring forceps 






t 



[ IV] 

incised longitudinally and the hernial 

sac is Identified by being 
<D EsadX in shape 
© whilfi in colour . 

<3> Antro-lateral to their cord structures 



* 




[The HeraiaJ 





The neck of the sac 

CD The narrowest port of the sac . 
<2> surrounded by Extra-peritonea] Fat . 
<3> Lateral to inferior Epigastric vessels 

[ V ] Ifaj tSfifi is opened and the contents arc 

reduced 

T he Nec K of Her nial sac : 




Transfixed & ligated as high as possible 
then Excised . 
[ y|i ] Xb P Cord coverings : 

Rcsuturcd again |fa £fl the wound is closed in 



1 ayers 



N.B: No drains are used 





(5)( Jj[erniorrhaph^ ) 



★ HndlcaHons 

Iflif jcaefd wi(h large Hernial defect in adult or Elderly with good musculature 





same as. 



I f 



* 



ESS 




Above 



(§) 2 steps 1- Narrowing of stretched Internal ring to the size of tf| 

By plication of the Fascia Transvcrsalis 
2- Reinforcement of posterior wall of Inguinal canal 

By One of the following! ~ 



le 




air 



• Suture the conjoint Tendon down to 
the inguinal ligament behind the cord 

n. Wfr vJB&Jgiflj rei 




Because CD Interferes with shutter EMcbanism 

of inguinal canal during J I. A-P 
CD Healing is very week between 
fleshy muscle & Tendinous ligament 

ffifrgt i ff meant bv M Tanner slide "? 

If there is tension in the repair , we do 
" Tanner slide " = Relaxing incision in 
the Rectus Sheath to prevent this Tension . 




I 



Blood-good Repair 




hsaib) 



A triangle of Anterior Rectus sheath is turned laterally & hinged 
border of sheath then sutured to Inguinal ligament , tebiogd. the spermatic 




* * 




The Fascia Transversals is divided longitudinally along the 
the canal. Then Double Brusting is done 
i.e the lower flap is sutured to the under surface of upper flap 





[IVJ. 




of the cord ) 



- 



>blique Apponeurosis to the inguinal ligament 

behined the spermatic cord which becomes subcutaneous 



Or* 




[ V 1 Mc va 




t 



Brings the Transversals Fascia further posteriorly & Inferiorly to pectineal 
ligament. It is effective in the repair of inguinal hernia associated with femoral Hernia. 





old patient ( weak musculature + wide defect ) 

or with recurrent Hernias 



AnesUiesIi 
Steps 

Herniotomy : As Above 




Same as Herniotomy 





• - 



Q: Wlv 



nthetic material As proline meshes which is 
sutured to conjoint Tendon (above) & Inguinal ligament 
(below) leaving only a space for passage of spermatic cord. 

etlioris for hernioplastv ? 





r : using skin graft or fascia lata i.e. Natural graft. 




»• 



® Structure : 

olt the most medial compartment ot 
femoral sheath, the intermediate 
compartment is occupied by the 
femoral vein and the-l&teral one by 
the femoral artery. 

taped, 1/2 inch long, 
o Ii^jsouth (femoral ring) opens up 
behind the inguinal ligament 

olt^SEex: « below 

fusion of medial border of tlie 
femoral sheath & septum between 
the femoral canal & the femoral 
vein. 




Fat, lymphatics & L.Ns ot Cloquet. 

® Function : 

Give space for expansion of the femoral 
vein during venous return, with lower 
limb exercise. 



O Pomoral Ring : (Mouth of the femoral canal) 

A S! tfiriftriX : Inguinal ligament (pupart's ligament) 
MwafirtX : (Cooper's pectineal ligament). 





♦ MedMlv : Lacunar ligai 

♦ JUtcjraJUIy. : femoral vein. 





ABNORM AL OBTUR ATOR AnHAY : 

It 30% of population the obturator artery is absent and the pubic branch 
of epigastric artery descends behind the lacunar lig. and passes 
through the obturator foramen to 




* Definition : 

Hernia which leaves_the abdomen through the 
Femo 




* Aetiology: 



* Incidence^ 

c The 3 rd common after incisional hernia 
■ It represent 20% of Hernial Female 

& 5% of Hernial Male. 





Wis being Larger 




ted pregnancies. 

Ilio - psoas muscle 




* Pathology : 

^^I^^^B I^K^B^ ^BI^^5P b^^bbb 

Q) The Defect • Through the Femoral Ring. 



(B) The sac : passes downwards in the Femoral 



canal Then f orwards Towards the cribriform 
fascia of saphenous opening Then upwards & 
Laterally towards A.SJ.S. 



NJB 



Ntcfc if SlC is very narrow 

irreducibility & Strangulation 



is Vc 




; Omentum, Bowel or Both 

»: (DSkin 

<Z> Superficial fascia . 

<3> Cribriform fascia . 

® Ant Layer of Femoral Sheath. 



* Cllnjc^plcttira : 

• Age: JMI years 

• Sex : Female > Male 

• Mae* : 



• Rt . > Lt but 20% Bilateral 

• Present (Below Inguinal Ligament ) & 
(Below & Lateral to Pubic Tubercle) 

* Gjvc impulse on cough . It can be reduced 
Downwards, Backwards & Finally upwards. 

Bet 






© Lipoma : Characterized by (soft, smooth, slippery edge, superficial to muscles 

& skin over show dimpling). 

m ; Characterized by (expansile pulsation). 



© Femora 

(3) 




: Characterized by (thrill on cough, completely disappear on lying 
down, venous hum on auscultation & apparent varicose vein). 



[TTie Hernia] 





As cloquet or part of generalized 




disease) 
Characterized by empty scrotum 
Characterized by osteoarth 



spine shows pott's 



it. 



® Femora/ hernia . 



Above & medial to pubic tubercle 



• 



* Treatment 



• t» - 




© The.gf>c is Identified & dissected till it's neck . 
<2> The i 



sag is opened . . The contents axe reduced & Transfixed as hieher 

possible and excised . W 

* 1 • " 

0> Refiair : Femoral ring is closed by suturing the Inguinal ligament to the 




CD 




• 



The Inguinal Canal fa ftp*™^ ^en ^ Jower 

dissected down to expose the fundus 
is pushed up from below to heir 
the delivery of sac above inguinal ligament. 





rnruTTm 



. The contents are reduced 
TheiLthe sac is transfixed & excised . 

gj£ : Suturing the conjoint tendon to the 
inguinal ligament then to the pectineal ligam 

Pre-periloncal approach 




para-rectal incision at outer border oi 
recms abdominis. 




wer of the- 






©Jhei 



t . . . iS °P e °«'. the muscle is retracted medially then 
the postenor rectus sheath is opened & Exposing the peritolum 




<J>^gair : sec He Vafa Repair . 



[The Hernia] 






© Infantile 



0> Adult 




Congenital umbilical Hernia 



Exomphajos 

Exomphalos Minor 



Exomphalos Major 



i 



• « 



9 ■ 



* Patfiologry : 



i ♦ 



(a) The De 

® lbs. 

ffi The Contents . Usually Bowel . 



• Small(< 5 cm) at he umbilicus 
■ Formed by 



* Cor 



★ Treatment: 



WhartM sJemf + Layer of 

Amniotic membrane . 

During Ligation of the an 
umbilicaJ stump, a loop of 
Intestine may be Entangled 
the I: 



(>5cm) at the 
center of abdomen 
Formed by Peritonei^ 

Usually Bowel ± Liver 

Layer of Amniotic 

membrane only 



Rupture may occur with 
infection Peritonitis 
(The Cause of death) 



Content are reduced and 
returned to the abdomen Then 
sac is excised & The defect is 
repaired in layers 



ent opera 



Ur 

The Probk 



: No Space i 



abdomen to 

accommodate the 
contents 

The skin on either sides o: 
the defect is undercut then 
flaps will be ' sutured 

over the sac +1 
release incision over 
ilanks. 

ter on: 



iit'.ii 



it survive, 



lve repair is 





tment: See 




Mill r^r\ t I'll ■ I I 



Small defect 

"General" 



Supine 




incision is done over the 







cision is deepened 

the sac. 



is opened at it's neck & the contents are reduced . 




[ HI ] Iilgjsac la excised with overlvina s 

widened on both sides till the red 
fibers of recti 




in the linea Alba 




[The II end a) 






Infantile Umbilical Hernia 





@ The Defect : From Umbilical Scar. 



(g) The Sac : Small* conical with jjq 
© The Contents : Omentum, Bowel or Both 



(O) Coverings : <D Stretched umbilical scar 

© Extra- peritoneal Fat 



* Clinical Picture : 






shows umbilical protrusion on cough . 

* CO^IICOgOnS : Rare 

* .Treatment; 

© Strapping better avoided as roost of cases closed spontaneously within 2 years 
Q Anatomical Repair with proline sutures if the defect more than 2 Fingers or the 

hernia persist more than 2 years 





Adult Umbilical Hernia 






* AeMpiotr£: Usually 

• Middle aged. 

• Obese multipara . . 

• Pan- umbilical & Never umbilical 



t 



* Pathoiojgy : 

• • » 

(g> The Defect : In the Linea Alba . But the hernia is mow 

common above umbilicus than below. 
® The Sag : Small, Crescentic with narrow Neck 




: © Skin. 

<2> Superficial fascia. 
<3> Stretched linca Alba . 




* CUnteuljIcturp : 




gtient shows para-umbilical protrusion on cough 





sunra* 

r 



umbilical & Infra- 




* Definition: 



It is Herniation of Extra - peritoneal fat 
It may be single or multiple . 



* Aetiology i 




. It is formed as a direct 
result of sudden strain -> Tearing of the 
Interlacing fibers of linea Alba , 

* Pathology t 

® The Defect : In the linca Alba (Midway between 

umbilicus & Xiphoid process. 
(§) The Sac : may be 2 Types 

CD Fatty Hernia : it is a Protrusion of Extra - peritoneal fat o; 
O True Epigastric Hernia: Occurs if the protrusion enlarged, it drags a pouch 

of peritoneum after it. 







I The Sac is Empty (Because of Narrow Keck) or it 
contains a small portion of greater omentum. 
® The Coverings : Skin & S.C Tissue . 



* Clinical picture i 



a small 





* Complications : 




astric 
on the stomach 



* Treatments 



Small Hernia : Excision of the fat lobule then repair the defect 





operations . 




Incisional Hernia 



* Dennltlon : 



Hernia developing after Abdominal incision . 
* £©Mo!ogyj j t j s frequently seen with 

(D Pre- operative Causea : 

(a) Obesity . 

(b) Poor health or D.M. 

(c) Anaemia & Hypoprotcinaemia. 




HERNIA 



GD Operative Causes : 

(a) Uses of absorbable sutures . 

(b) Tight stitches •> Devitalized tissues. 

(c) Iascrtion of n riroin through the wound. 



(3) Post — operative causes : 

• Persistent pie-operative causes, or post-op«rati ve distension. 



Infection of wou 
Lifting heavy object 




of operation 



* Treatment: 





Dissection 



edge of defect at the . abdominal .. wall 



Then ONE OF THE FOLLOWING WILL BE DONE > , 
] Anatomical Repair ( If the defect is small). 

The sac is excised & the Abdominal layers are defined & closed separately 



K ?<?I repair operatlp n ( If the defect is wide ) 




The sac is identified & dissected down to the neck , without opening the sac, it is 
invaginated in the Abdomen by a series of investing sutures. The edges of the defect 
are closed. SQ.&S . the repair if viewed in cross section. Look like the keel of the Boat. 
CateN's Repair f 5 layers ) 




The sac is dissected & opened The contents are 
returned to Abdomen. Then 



Closed by the followings . 

©Player 



The neck of the sac is 





♦ . 




The sac is excised 2 cm distal to 1 * layer & 
edges are sutured as 2 layer . 




Longitudinal Incision is made in anterior rectus 

sheath 2 cm any from the edec' of defect 



medial flaps are sutured as 3 layer 



© 4 th LAYtn 



■ 

The Recti muscles on either sides are approximated 

& sutured in the middle line as 4* layer . 



3> 5™ LAYER 

The 2 lateral flaps of anterior rectus sheath are 
sutured infront of muscles in middle line as 
5* layer . Finally : skin is closed over a drain 

f IV 1 HernloDl 






[The HcrnimJ 






Burst ADdomen 



* Definition: 

lete disruption of an abdominal incision in the early post-operative 

period 

Aetiology: As incisional Hernis 

[ Malnutrition, I viL C, Malignancy 



Pathology: (At 6-8* post-operative 



ikin) or Partial 



Warning sign {RED sign)- Serosanginous discharge, Soaks the dressing. 

* intestine prolapse through wound -> called Evisceration 
intestine doesn't prolaps through wound * called Dehiscence 





• Cover the prolapsed bowel by a sterile dressinc 
Ryle's tube suction, I.V fluid & antibiotics. 
Morphia & blood transfusion. 



[B] Operative: • 

The profr uded intestinal loops are washed with saline and retimed to 
the abdomen, the omentum is spread over the intestine, the abdominal , 

TENSION SUTURES) then 



as one 






Abdominal Binder is used 





The Sac passes through the obturator foramen inside the pelvis so No External 
swelling So unlooked until strangulation occurs. 

Treatment (Trans-abdominal approach) 
contents are 






> 



■ The sac is passed Defect in lumbar area. 



It may be 

© on top of lumbar incision. 

(types) 

Inferior lumbar Hern ia : 
Bounded by Iliac crest, latissmus dorsi 
& Ext. oblique muscle. 
> Superior lumbar Hernia : 

Bounded by last rib, sacro spinalis & int 
oblique muscle. 



nt : Better Hernioplasty. 




Sup. & Inf. lumber tr»nn C Jis 



(The Hernia] 



* 




■ Gluteal Hernia -> protrude through Greater sciatic notch. 

Sciatic Hernia -> protrude through Lesser sciatic notch. 





Hernia through linea semilunaris (lat. border of 

rectus) mid way between the 
symphysis pubis & umbilicus. The 
strangulation is very common. 
: Better Herniorrhaphy. 







9 * 

It is a separation of Recti due to stretching of linea Alba by chronic increased Intra- 
abdominal prcssure.c.g. 

Treatment : . 

Abdominal Belt is satisfactory after dealing with the cause. 




1 ■ - 



1996 



• ■ 



1997 



2000 



• - 



2001 



2003 



Discuss Complication of Inguinal Hernia.. 
Discus s Complications of O J.H 

Discuss Complication of Inguinal Hernia 
Discuss Anatomy of Inguinal Canal of Male 

Anatomy of Inguinal Canal of Male. 
cuss Diagnosis of Strangulated Hernia 
Discuss Pathology, Clinical picture & Treatment of 

Strangulated Inguinal Herni 

Mention Boundaries & Contents of Ing 

in Male (Discuss Anatomy) 



(15 Marks) ^jjj 
(15 Marks) 

(15 Marks)^ 



(10 Marks) 

(10 Marks) 

(30 Marks)<r*s jjj 



Discuss. Clinical picture and principles of Treatment of 

Strangulated Hernia (1 5 Marks)^ jjJ 



Discuss C/P & M; 



• * 



111 



Describe boundaries & content of inguinal canal 



(10 Marks) 
(9 Marks) <^jj-> 



Discuss c/p & management 
Discuss Anatomy of inguinal canal 



a ted inguinal Hernia (20 Marks) 

(20 Marks, 



1 




• 



Chapter 1 16 1 







1- Em bryology ) "The face developed fr 

rontonasal process : It form ^- 

© Philtrum : middle line depresi 
<3> Premcailla : V-shaped ant. Part of upper jaw carrying 

4 incisors (In WaHi 

: hnp on each side! 



upper 




Fuse with frontonasal process 



C heeks 

Upoer lip except philtrum 

Twn pala tine processes which fuse in the middle line 





* Fuse in middle 

that cover the mandible 




0) 

© Lower lip . 
<2> Mandible. 



D on't Forg et 




l ry Palate 
(Premaxilla) 



Foramen 



2ry Palate 



[A] T hn Pa late : Is formed by fusion of 

« lrv palate (premaxilla) from frontonasal process. 
And • 2 rv palate from Jwo maxillary processes. 



Normal Palat* 




mark the junction of the two 
components of the palate 

The IId : (1) U pper Up »• Philtrum ! From frontonasal process. 

b. Other parts : From 2 maxillary processes. 

dibluar 




I) Abnormalities du 

★ Facial Clefts : 




Rare due to failure of fusion between frontonasal 
processes. (Unilateral or Bilateral). 



od maxillary 



(2) Cleft Lip 
<3> 






* Macrostomia 

* Preauricular sinus 

11) Abnormalities du 

* Narrow palpebral fissures 
+ Microstomia. 

Ill) Dermoid cysj 



(Head ft Neck Siarycrgj 





CD 



• — 



Cleft 



Cleft Palate 



Predisposing 



Complications 



O ( ^Predisposing Factory ] 

e.g. +ve Consanguinity, Prenatal exposure to viral infections or drugs as 
Anticonvulsants 0 




O C Com plica tions^ ) 





: doesn't interfere with suckling, but may be associated with 
(2) Abnormal Teeth growth. 
@ Psychological upset of the parents . 

<3) It may be associated with cleft palate. 

ate : 

© Impairment of normal sucking , due to inability to create a - ve intra-oral pressure. 
© Regurgitation predisposes to Aspiration pneumonia . 
CD Recurrent Otitis Media — ► Hearing Loss 



© Speech defect 2ry to Hearing loss or Nasal Tone. 
© Abnormal Teeth growth . , 




(g) Cleft (Hare) Lip ^> 



Types 




- • 





Normal 

or Bilateral Cleft Up : 

Unilateral (85%) : Due to failure of between maxillary proces 
on one side forming (lateral part of the lip ) and frontonasal proces 

on other side forming (Philtnim) 
(Incomplete) or Complete: Whether the cleft extends in the floor of th 

nostril or not 

3. Simple or Alveolar : i.e. Associated with ununited premaxilla or not 

: (Very Rare) Median type. 
Due to failure between the two mandibular 







• Cleft lower lip 



• 



Ulead X. Neck Surgergl 




O (investigation^ U/S In utero during ante-natal care 





Treatment 



1 [Plastic Operative Repair] 



♦ Aim of Treatment : To improve appearance and to prevent complications 

♦ Timing of Repair : 

10 gm% (Hb),10 weeks (age) & 10 pound (weight) 




- « 



<D Paring the edges. 

<D Releasing incision in the £ingivo- 

labial sulcus to have lax flaps. 
<3» Symmetry of lip without vertical . 

Shortening with minimal scaring . 

Using Z-plastu ► 

© Suture in (3 layers) of lip [Skin, Muscle & Mucous me 






Q ( Types) 



Cleft ofthelrv palate : Unilateral or Bilateral. 




Palate, Inter-maxillary Cleft & Bifid Uvula 
'ripartite Clefts. 





Intermaxillary 



Bipartite 
Cleft 



Cleft of 2ryPalte 




Tripartite 
Cleft 



Cleft of lry & 2ry 




Treatment^ [Plastic Operative Repair] 

♦ Aim : To achieve adequate speech and dentition. 

♦ Tim.no Af repair : At the age of 1-1,5 year before phonatio] 






ring of the edges. 
Releasing incisions of the mucoperiosteura creating lax flaps 

Fracture of head of hamulus to relax the tensor palati muscle. 
Suture in (3 layers) [Nasal mucosa, Muscle layer then Oral mucosa 

: Repair ol" nasopharyngeal sphincters 
indicated in nasopharyngeal incompetence 

Speech Therapy 







& Neck Siiruergi 





* ^Incidence : 

■ Age : > 60 years 

■ Sgi : Male > Female 

■ Smokers > Non smokers 

• ■ Chronic Irritations as 5S ( Spirits. Spices. Smoki 

■ Leukoplakia 

■ penign Tumors as Squamous cell F, 







© The up per lip 5% 
© The Angle of mouth 2% 




© The Lswer hp 93% 
N1E pfcture : 

© Malignant ulcer . 
© Malignant Nodule . 
© Malignant Fissure . 






Icture: Squamous Cell Carcinoma . 




■ Direct : In the Lip then surroundings as Mandible, Maxilla etc. 

• Lymphatic : Only Embolisation to ^ [Rare, Slow & Late 

© Submental UVs : with central cancer Lip. 
© Submandibular UVs: with lateral cancer Lip. 
® Upper deep cervical LNs ! drains © & © or if cancer 



■ Blood : Extremely Rare & Late. 

* Clinical Picture i 



involve the angle of mouth 




■ Type of Patient ; Elderly Male . 

■ Malignant Ulcer : The commonest" 

• N° : Usually single 
•Site: (see above). 

• Shape: Variable . 

• Size i Variable. 

• Edge : Raised & Everted 



★ Base 



Margin : Indurated 
Floor : Necrotic Floor . 

— ^« ■ ■ ■ - —i ■ - 

Discharge : Bloody disc 
: Indurated . 



targe 




[Heail & Neck Surgery! 





■ Bleeding or Infection . 

■ Dysphagia & Dysarthria . 

■ Upper Respiratory Tract Infection from inhaled necrotic tissue 

* Investigation : 




if small) or Incisional biopsy (if whole lip) 



* 




Treatment of 1 

[I] Irradiation 




sion 







CD Small lesion 

® Cancer on top of $ 

(3) Others : 

a. Recurrent lesion after irradiation 

b. Resistant lesion to irradiation . 

c. Lesion infiltrating Bone . 

(D Excision with safety margin 1.5 cm all around 

© Plastic Reconstruction of the Lip. 

(D If Mandible is involved -> Central Hcmi- 

mandibulectotny is combined with excision. 



1 s 

1 \ \m \ 





Wedge excision of carcinoma of the lip 



(g> Treatment of LHj 

ft may be due to 2ry infections SO wait for one month i.e. fjfl place for prophylactic block 
dissection . After that period I£ they are 

done be removal of submandibular & upper deep cervical L.Ns on both side as one mass i.e. 





in early cases e out L.Ns metastasis . 



Ulead & Nech Surgcrql 





Age : > 60 years . 
: Male > Female . 





smokers. 




Precancerous 




<S> QfMMtirrJMLQMfi. as 5S (Spirits, Spices, Smoking, Sepsis, & $) 
© feWZB.Imm., as Squamous cell Papilloma. 
.(3) UukMMiS.. 




Dcfi piliPJi : 

It is a case of mucosal Atrophy. 

Irregular Reddish plaque, involve small 



<D C.hftrfli.c..sBJ]firfif;iaJl.gJ.QSs|tis.: ^> 



# Definition ; 

It is a case of chronic Irritation of tongue. 



■» pathology. : 

• Site : It affects the anterior 2/3 

• N/E: 

It may be : 

o beefy glazed tongue. 

• Or o Lei 




tongue. 




Or o Fissuring. 

Finaliyo Carcinoma. 
M/E: 

It may be # 

o Hyperkeratosis. 
A canthosis fcroli] 
Then o BasaJ ceJU layer. 

Finally o Thickened & fibrosed 





* lEgajmcnJ.: 

© Treatment of the cause of irritation. 



© Non irritant diet & Mouthwash 



(Head & Neck Suur gen] 






:Q> Lateral margin of Ant. 2/3 

©Post. J/3 = 20% 
© Less common y 

of Tongue. 





surface of Ant 2/3 of the tongue & Rarely the tij 





©Malig] 
CD Malignant Nodule 

<3) Malignant Fissure . 




[ N.B : Diffuse Infiltrating Type - WooiIq Tongue 




Squamous Cell Carcinoma . 



* Spread : 




: In the Tongue then surroundings as 




, gums 





Early ] **> 




: Spread to submental L.Ns Then 
to upper deep cervical 
L.Ns on tfii sides . 

© )^teral mgrriD of Ant 2/ 3 ! To the 

Ipsilateral submandibular L.Ns. 
Then to Jpsilatcrai upper deep 
cervical L.Ns. 

<3> $Mt!»l^(Lf ASL^ To both 

Submandibular L.Ns Then to both 



upper deep cervical L.Ns . 

® m&MM JMW9 ! To upper deep 



ccrv 








[Head I Neck Surgery I 




* ftltricalPlcture : 

■ Types of patient J Elderly Male 
Malig nant ulcer : "The commonest 

: Usually single 

• Site : (See before) 

• Shape : Variable 

• Size : Variable 

• Edge : Raised & Everted 

• Margin : Indurated . 
» Floor ; Necrotic Floor . 




• Discharge : Bloody discharge . 
- ★ Base : Indurated . 

Involved L.Ns are Stony Hard, Painless & 1* mobile but later fixed. 





tarion I As % 



Localized 



o Tongue or referred to ear through the aurici 
temporal n. of the mandible . 
e Salivation : which may be bloody stained 
)ris : Due to Necrosis & Infection . 





.especially with Cancer post 1/3 of Tongue. 
Dysarthria : i.e. Difficulty of speech. 

Metastatic work up (Chest x-ray, Bone scan, CT brain & liver U/S) 

* Complications : 

■ Bleeding or Infection . 
• Dysphagia & Dysarthria . 

necrotic 





* Investigations ; 

■ Biopsy from edge of the Tumor 
• FN AC from Neck L.Ns . 




* Treatment: 



(J) Treatment of 1ry lesion 

PJ I rradiatio n (T, & T 2 ) 



NJL : Radium Needle is used 




In dicati ng 



Tumor 
Cancer on top of $. 

Others : 

a. Recurrent lesion after irradiation 

£ le sion to irradiation , 

c. Lesion infiltrating bone. 





xcision of tumor with safety margin but according 
to the sit e of tumor 

we will do partial glossectvmy 

Excision with safety margin (1.5cm) & 

may reaching up to Hcmi-glossectomy. 

[C] QcjrcinQma QfJtffil*. X/X J 

We will do Total Giossectomy. 



N.B. : IF Mandible is involved Commando - operation is done 

Combined niandibukcto my And Neck Dissection Operation . 

then the defect closed by myocutaneous flag (e.g. pectoralis major) + Rib 
(contralateral 5 th rib) 

(g) Treatment of L Ns 

Whether L.Ns are palpable or not -> Total Block DlKectfM is done as Nodal 

involvement is early & Common. 

(c\ Palliative treatment : (for inoperable patient) 
By 0) Palliative resection. 

@ Radiotherapy & chemotherapy. 

® Analgesic, nasogastric feeding or tracheostomy may be required. 




* Prognosis: 




survival rate 



Depending on ® Presence Of tM or not 

© T.N.M staging 



O Site (Ant. or post.) 

® Decree of differentiation 




Tongue Ulcers I 



[A] Traumatic ulcers : 

• It is usually affect children with whooping cough. 

• It is due to violent attacks of cough with trauma to frenulum. 
» It is usually small, rounded with sloping edge & soft base. 

It is due to trauma (bitting) of the tongue during epileptic tit. 
® (hOBLtflUlm (See table) 



[B] Inflammatory ulcers : 

(I) Acute : CD QmfS&ft. 1$® t See table ) 

® ttwplXAdwr. ! multiple, painless witli children. 
<3) &chen Jffajm, : Auto immune affects the skin & oral mucosa 

-> ulcers. 



(II) Chronic : © % %. i.ta.(See table). 





: See before 



[Head Sl Neck Surgery J 




The most mlotfi is malignant ulcer e.g. Cancer Tongue 
The most esmmil axe 1 . Dyspeptic ulcer. 

2. Dental ulcer. 

are I.T.B. 
2.$. 




* Causes 



* Description 
• Number 



Site 



Shape 



Edge 



• Floor 

• Discharge 



> Base 



> Regional L.Ns 
* Treatment 



GIT troubles & follows 
influenza 



Multiple . 

Tip & side of tongue or 
buccal mucosa. 
Rounded 

Verygmall. 

is 

" Hyperaemic . 
• Yellowish ' 
•No. 



* Not pres ent 

• Treat the cause + painting 

by mention vilot 



Dental Ulcer 

Sharp Tooth. 



Usually 



opposite 



to causative tooth. 
Oval 

Moderate . 
Punched out 

Hyperaemic 

Unhealthy granulations 
Blood & pus 



3* i* 



Firm & Tender 
Treat the cause i.e 
removal of 



ic tooth 



[ilca«l & Neck Stmjeryl 





[11 |Ranma[ (Ranula = frog) (tile commonest) 

* ApJiQLQ9y. : It is a retention cyst or extravasation 

cyst of sublingual gland. 




1 



: In one side of the floor of the mouth 
pushing the tongue to the other side 
(simple Ranula!. It may dissect its way 
behind the posterior border of the 
mylohyoid muscle to appear in the neck 
(submandibular region) 





♦ Composition : 

- It is lined with columnar epith. 

- It contains jelly like material rich in 
no salivary enzymes. 



nucin 




* ^JLniciLLPiQttirft : 



Usually in infancy or early childhood. 

Bluish translucent large cystic swelling pushing the tongue to one side and it 
may cross he midline and become constricted by the fraenum linguae giving 
an h ourglass appearance . 
• It may cause dysphagia, 




• Simple Ranula : 




on is the 



Surgical excision is very difficult M. 

treatment of choice by deroofing of the cyst and 
suturing the wall to the oral mucosa. 



Plunging Ranula : may need cervical incision for its dissection. 





PitfbpJPHX I There are two varic 

♦ Supramylohyoid type : 

. Appears in the floor of the mouth, 
htframylohyoid type : 

Appears in the anterior triangle of the neck, 
submental A below the chin (Double chiu) 



It may be median in the 



* CJ inifiaJUBfctucft ; 

m 

Supramyohvoid tvpe : It may cause dysplagia, dysarthria & dyspnea. 

: Swelling in the submenial or digastric triangle it gets 
more prominent during deglutition i.e. contraction of 
mylohyoid muscle. 

* Tr§§iQlfiO! • Surgical excision. 




Mucous retention cyst \ 



It is A Retention cyst of buccal mucous gland. 

It is small bluish translucent globular cyst anywhere in 

The treatment is excision under local anaesthesia. 




[4l| Suprahyoid thyroglossal cysfl 

1 ■ 




e.g. Haemangioma, Lymphangioma. 



Localized 



Generalized 

e.g Acromegaly 



Epulis 



veoJar Ma 



Odontomes 



anant 



Bony Jaw 



ocaDy Malign a 
© Fibrous. e.g Giant ceU 

© GranuJamatous. 



© Dental Cyst. 
©Dentigenous Cyst 
Either carcinoma ©Adamantinoma. 



Malignant 



Neoplasm 




; e.g. Osteoma. 

© Locally Malignant e.g. Osteoclastoma 

ant : e.g. Osteosarcoma, 2 ries, 
& Cancer 





Inflammation 



© Acute Osteomyletis. 
© Chronic Osteomyletis. 





Maxillary Antrum 




* ?re|Ijsp_osinjg _f actes : 

Multiple maxillary polyps & Chronic sinusitis. 

* Incidence: 

[Male > Female & 40 years). 



* Pajhojofl* 



Site : At maxillary antrum. 

♦ N/E : It invades the surrounding structure by a papillary growth & rarely 

malignant ulcer. 

♦ M/P : - Columnar cell carcinoma from maxillary antrum. 

Or - Squamous cell carcinoma from hard palate orgums. 



♦ Direct : To the surroundings. 

♦ Lymphatics : to upper deep cervical 

♦ Blood : Rare & Late. 





Pain & chronic sinusitis in oM patient Not respond to treatment. 




• 




[Depends on which wall of the Maxillary Antrum is Involved] 
• Media/ wall of Antrum : Unilateral Nasal Obstruction. 
Roof of the Antrum : Unilateral Proptosis & Diplopia. 
Floor of the Antrum : Bulging in the roof of oral cavity. 
Antro-lateral wall : Bulging & Swelling of the cheek. 
Post wall of Antrum : Encoraches on the Naso-pharynx 

change of voice & Difficulty 
breathings. 



of 



Opacity & T size of maxillary 






♦ Treaiment 



• m 



| A] Operable, : 

Total maxillectomy ± total block neck dissection + 



[BJ Inoperable : 




c repair 
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Benf 



ulides 






(D Fibrous_EjDulis^ 1 tdtm 

'* * • 

■ Site : Between 2 tooth, K 

[re : Arising from the outer f l 

ofperisoteum. 8§W^ £ 

■ Microscopic picture : Fibrous tissue with Spindle " 

cells & Plasma cells. 

* Clinical Picture : 

_ _ ^^^^^^^^^^^^^ ^^^^^^^^^^^e ^K^^^^^^^b 

Jhg swelling 13 painless, well defined edge , pedunculated shape . Finn in 
consistency, pinkish in colour & covered with intact mucous membrane. 

* Treatment: 

■n tmmm mmm 

Excision of Tumor with adjecent Tooth + Removal of wedge of bone with it's 

mucoperi osteum . 

@ Granulomatous Epulis 
— — — 

■ Site : Around a Carious Tooth. 

• N/E picture : Mass of Granulation tissue. 

• Microscopic picture : Granulation Tissue (Capillaries & Fibroblasts). 

* Clinical Picture : 

The Granulation Tissue may be 

* UMlthl ! Pink, Painless , doesn't bleed or ooze easily. 

* Mm/fa Yellow, Painful, bleed or ooze easily. 

* Treatment : 

Extraction of ( he Carious Tooth , + Curretage of unhealthy G.T. 

<3> Locally Malignant Epulldes 

cell (Myeloid) Epulis] 

* Pathology : 

■ Site : Undergums [Lower jaw > Upper jaw] . 

■ N/E picture : Arising from osteoclastic laver of periosteum. 

■ Microscopic picture : Multinucleated giant cells in a matrix of fibrous tissue 





Ulead & Neck Surgery] 





* Clinical Picture : 




soft in consiste 




is painless Sessile in s 

vascularity So ulceration leads to severe Hge 



vilotin colour from 



Excision with part of bone which caning the epulis. 





(Ii> Malignant Epultdes 



Carcinoma : Squamous cell Ca. of gums. 
Sarcoma : Parosteal fibrosarcoma or periosteum of mandible. 



-> Treaft nent : Hemimajidibelcctomy 4- Rib graft (contralateral 5 ) 



onr 





* Incideii cez 




Site : 




Odontomes 




© Dental cijst 



Old 

Male > Female 
Upper Jaw 




• Chronic infected root of a tooth. 



© Dcntigerous cyst 



I 



• Adult & young 
•Male > Female 
•Lower Jaw 




I erupted permenant tooth. 



* Pathology 





• Chronic Infection -> stimulation of • Cystic degeneration of a dental 
epithelial debris of the Malasscz [ follicle -> 
-> proliferation -> Mass which 
undergo central degeneration -> 



Small unilocular cyst Which is 
slowly growing Expansion of 
Jaw 




Expanded outer 
the Jaw only . 



NUB 



* Investigation: 



Lined by squamous epith. & 
Contains mucoid fluid rich in 
cholesterol. 



Painless, well defined mass related 

to infected tooth at upper jaw 

[ X-ray 1 Show* 

area at 



Lined by squamous cpith. & 
Contains a missed tooth at 
viscid fluid. 



Painless, Hi defined 

to missed tooth at low 



related 
r iaw. 




[Head L Neck Surgery] 





* Treatment : 




t : Extraction of the affected tooth & Excision of the wall o^the 



cyst. 




8t : Removal of the roof of the cy 
with missed Tooth. 



and I inning epithelium 




(D Adamantinoma 



"Eves Tumor" 



fAmeloblastoma-Multflocular c 

.Origin: %mUyM*MmmZu mi ? 




Arising from (AmelobJastoma) m Para-dental 




* Pathology : 

• Site : Starts at ancle of mandible & grows slowly in 

Vertical & Horizontal directions. 
N/E : © Pink or white in colour & Well encapsulated 
© Solid mass with cystic areas 8c Almost equal 
lobulation. 

© Fibrous Tissue Trabeculation in between. 
M/E : Basal Cell Carcinoma 






40 years. 
■ Sex : Female > Male. 

• Presentation : 

to ma 






Painless, tabulated, slowly growing swelling in lower iaw . 
(§) Signs 

© Expansion with intact overlying skin & mucus membrane 
© Egg shell crackling sensation if enlarged with No L.Ns. 
© Later on a) Ulceration & Infection 

b) Bleeding from mucus membrane. 

c) Falling of Teeth 




* Investigation: 

K-WJ shows Fine soap bubbles appearance related to ogle of mandible 




bearing segment of the jaw 
Le Hemi-mandibulectomy t) 






| | | fnffcmmation : e.g Acute Parotitis = Acute sialadenitis. 
flT] ^ liva rY Calcutl (Stones). 



■ Chronic sialadenitis. 




: Benign & Malignant 





* Aetiology : 

• Qrgaoisai ! Staph. Aureus. Less common StrepL, Pneumococci etc.. 

^ : (D Reduced saliva with fasting or medications with Atropine 

<Z> Lack of Oral hygiene. 



<D Obstruc tion of duct e.g 
: Along the duct from the mouth 
i.e. Retrograde infection or Blood borne infection. 



* Clinical £lctiire: 



(Fever, Headache, ....etc) 



1* \ 



■ • 



Painful swelling at parotid region. 
Oedmatous swelling but fluctuation i 
Theopenin g of the duct is red, raised 
possibility of purulent discharge 




■ * 




* Treatment : 

■■ mmm mm «™» « 

■ Pronhvlactif ! Correct E)ehydration & C_are of Oral hygiene 

: A.B therapy 



i.e. 

Won't writ for Fluctuation! So **> 

(D A vertical skin incision is done infront of Ear. 
Then © ThejD eep fascia is incised Trans versaUy To avoid injuiy of Facial nerve 

& it's branches. 

A sinus Forceps is introduced closed and then opened to drain the pus 
i.e. [Hilton's Method) 



alivary Calculi 



*Jncldence 



Chronic 



The Submandibular glands to Parotid gland ratio is 50 : 1 

Why? because CD The Submandibular secretion is more viscid. 

<2> The Submandibular duct lies in 




be blocked by food particles. 
The Submandibular gland drainage is inadequate as it ascends 





ion •» Stasis -» Infection Change of P H of Saliva. 



■ The Site : The stones impacted inside the gland or in the duct 

■ The Number : may be single or multiple. 

Nature composed of Calci 




lltfl 



Magnesium phosphate & Carbonate. 



* Clinical Picture s 



® 



Symplw 



is 



Attacks of pain at submandibular swelling during meal. 





creased when 
patient is given a piece of lemon to suck 
i.e. [Lt»M Tut]. 
© Enlarged, Tender, Palpable and cannot 
rolled over the lower border of the mandible 

<f J>. SDbm Mdiftuiar Ltt) 

9 .The stone may felt in the duct 



* CompllcaUons s 

■ Salivary Fistula . 
Siafectn 

i.e. Dilated duct 

* Investigations : 

™" mm m 

0 Plain x-ray : Stones are 100% Radio-op flgtie. 
(B) Sialography : Dilated ducts + Filling defect of stone 



* Treatment: 





Stone at orifice : Removed through Meatotomy. 
Stone In the duct . Cutting Directly over it 
Stone in the Gland : Total Excision of the gland. 

i.e SfiladenecioMj. 




A *eck Surgerg] 





Saliva 



Fis 



* Jl£f bllliOJI ; - It is a fistula of salivary gland or duct. 



* Types.: 



- It may be (single or multiple). 



0> Jn.tRr.nal I opens 

© mSKMl ■ opens 



the mucus 
the skin. 



tjleitolofflt: 



[A] Trumatfc : Usually operative or penetrating facial injuries. 

In flammato 

a. Acute Abscess ■> Rupture. 

b. Chronic Inflammation with stone. 

tumors 



: 



: Watery discharge from ectopic site over the gland. 
* Investigations: Sialogram « 



* Aft 



* From parotid e.g pre-auricular sinus. 

♦ From subma ndibular : e.g. 



[A] If submandibular (Duct or Gla 

Submandibular sialadenectomy. 

[B] If Parotid Gland : 

Superficial conservative paratidectomy. 
If parotid Duct : 

Excision & end to end anastomosis or mucosal flape repair. 



Other Types of Sialadenlti 

* 

(A J Recurrent subacute and chronic sialaden, 

Usually caused by partial obstruction of the duct (stone or stricture) 
Siaieclasis. Or Auto-immune disease of the salivary glands. 

(Rl Viral parotitis : 

• Due to mumps v irus. 

• Causes bilateral, painful enlargement of the parotids with fever. 
Usually occurs in children. Self-limiting. 

(Cf Endemic parotitis : Bilateral painless parotid enlargement occurs in 

(D Chronic parasitic infestation (Anclystoma) and 
© Protein malnutrition. 



[Head JL Neck Surgery) 




alivary Tumor 




Class iflcationft 



(J) Benign Tumors 

<D Pleomorphic Adenoma (Mixed Tumor) 
(2) Monotn orphic Adenoma 

(Wartnin's tumor - Adenolymphoma) 

<2> Ox yphil Adenoma (Oncocytoma) 



(§) Malignant Tumors 



W Muco-epidermoid Carcinoma. 

© Adeno-cystic Carcinoma. 
Cylindroma. 

<3> Acinic Cell Carcinoma. 



Benign Tumors 



Pleomorphic Adenoma 



Tumorl 




* Incidence : 



■ Age ! At 4 th decades of life. 

■ The commonest Tumor of salivary gland. 

■ Common with parotid > submandibular gland. 



* Pathology: 




N/E.: Lobulated, Well encapsulated Tun 
M/E : Epithelial cells arranged in sheets 




* Spread : 



Strands of Tumor tend to penetrate the Capsule. 




* Clinical Picture : 

mm mm mm mm m 

(J) Symptoms 



Unilateral, Painless & Well defined mass. 



(D Signs 



<D The swdline may elevated lobule of Ear and 

consistency is Firm (Never Hard) 
O Facial nerve is not affected & the Superficial 

pulsation is felt 






t 





* D.D : 



DP of Parotid Swellln 






iceous 
<2> Lipoma- 
® Haemangioma, 
® Neurofibroma 
© Lymphangioma. 



® Warts, boil or keloids. 
<Z> Haematoraa or Abscess. 
<D Pre-auricular dermoid cyst. 
® Papilloma. 
0 Melanoma. 




[TI] Pa^id p land d iseases : 

e.g. Inflammations, stones, Tumors etc... 

CD Pre-auricular or Parotid L.Ns . 
© Mandibular Tumor. 
0) Hypertrophy of Masseter Muscle . 

DD of Submandibular Swell 






: As before. 



: As before. 




CD Submandibular L.Na . 
<2> Man dibular Tumor. 



* IllUeStijiatjO.I[§.: FNAC is usually enough to reach the diagnose. . 

* Treatment : £ Enucleation of pleomorphic adenoma is easy but followed by 

Hi gh rate of rec urrency ] fg£ 




I. rnnservativg Superficial Parotidectomy : 

Removal of superficial part of gland with preservation of 




C onservative Total Parotidectomy 

As above + Removal of deep part. 




z If Affect submandibular gland. 



MonomorpMcAdenom 



Adenol 



UUsjmMsmmLmmisl 

* Pathology : 

• Site : Superficial part only . 

■ N/E : Multiple Cystic & Variable in size. 

■ M/E : Epithelial cells spaces with lymphoid strc 

* Clinical picture: Same as pleomoiphic but cystic in consistency & Not raising the 

Conservative Superficial Parotidectomy. ear '°^ c * 



nant Tumor 



* Incidence i 

Age : Elderly 
: Female 




Male 

Parotid gland > Submandibular gland 

* Predisposing Factors s 

De novo or on Top of Mixed Parotid Tumor I3%i 

Pathology s 



■ Site : Superficial or Deep parts 

■ N/E : Infiltrating, Non capsulated mass with 

area of Haemorrhage & Necrosis 

• M/E : "Pathological Types" 




CP Mii co-ci>i(kj 



sm 




■ Arises from epithelial lining ducts of salivary gland. 
' T * "" but common with Children. 




Treated by Removal of gland * Radiotherapy. 

(Cylindroma) 




® A gffllE cells Carciq flm 




* Spread : 



■ Direct : To surroundings e.g. Mandible, Masseter etc.... • 

■ Lymphatic : Parotid L.Ns •» Submandibular L.Ns -> Upper deep cervical L.N 
• Blood : Late & Rare to lung, bone etc. . .. 



* Clinical Picture: 

• mm mm mm mm ■ 

iivarv gland swelling showing u 

<b Pain which may referred to ear 
0 Hard in consistency 
<3> 



s. 





surface with ill defined 




an 



id rate of growth 




■mini 





N4L • facial nenn is affected with Parotid Carcinoma but H ypoglossal & 

llnpoal PBrVBl are affected with Submandibular Carcinoma. 



©Enlarged 




1 * mobile then fixed 



*DJI: (See before) 






* Complications : 

■ Ulceration & Infection 
• Haemorrhage 

■ FaciaJ Nerve palsy with parotid tumors 

* Investigations : 

■ Metastatic work up (Chest x-ray, 

* T*ntopic scan with Tc w -> Cold spots 
» FN ABC : Fine geedle Aspiration 

★ Treatment s 

(A) Operable 

\n Cancer Parotid Gland: Total Parotidectomy + Total Block Dissecti on. 

<D The Facial nerve is sacrified but may be grafted by great 

auricular nerve 
<2> Part of ramus of mandible may be excised if Infiltrated. 
<3> Post-operative persistent 

we will do either A, or g. 




(A) TrflnspositioD 
it to 

(B ) Facial Sling 



Fossa) nerve then anastomosing 

nerve. 



JhSL&jtU ^ T0 support the facial 
Tissues & To mask the deformity. 



Cancer Submandibular G 
Total Submandibular 
+ Total Block Dissection 




[11] Radiotherapy : But poor result 




Maxilo-Facial Injuries 






© Ensure patent airway. 

© Ensure effective breathing (Tracheostomy or Mechanical ventilation) 
<3) Control anv visible bleeding source. 




Antibiotics. Antititatic serum & Analgesics. 



[Ik.id S. Neck Surgery] 





Tissue 



une 






Nerve repair by direct end to end anastomosis 
Nerve praft if lacerated or lost segment 




Duct 
Gland 




anastomosis over a stent 



extensive injury or persistent salivary fistula -> superficial 
conservative parotidectomy. 



Suture all layers but avoid ptosis or ectropion 



over correction. 




• Lacrimal duct repair microsurgicaly over a stent. 

: Sutured in 2 layers. 
® Lips : Sutured in 3 layers with respect to 

: Sutured by cutaneous 






sutures. 




racture of Facial Bone 



ndibufar Fractures : 



* Site : 



© The body : Fracture usually occurs close to the 
© The coronoid pr 



foramen. 




: least important, as the temporalis muscle prevent 
displacement. 
Usually indirect ti caused by blow to the chin. . 
\ean£le I the # line is usually splinted by the masseter and pterygoid 

muscles, with minimal displacement 




* cnnlpamcture : 

• Pain on attempts to open the mouth. 

• Dribbling of blood stained saliva. 

• Impairement of speech & swallowing. 



■ 



Swelling & haematoma of the floor of the mouth + tenderness & crepitus. 
Irregularity of the line of the teeth. 



* Treatment 




Reduction & fixation (3 weeks) 
By a. Interdental 

b. Arch bons. 

c. Plate & screws. 

mouth wash by Anti-septic solutions 




iHcad & Mock Surgery] 




[2] Fractures Maxifla : 

* CllrHcal Picture : Pain, salivation, epistaxis, di 

* Classification i (Le fort) 




swelling and crepitation. 




He "Fort I : Transverse # above the level of the teeth. It is treated by inter 

maxillary fixation, which in turn is fixed to the 

orbital margin. 

: Pyramidal #, traversing tlie nasal bones, frontal process of 
maxilla, lacrimal bones, inferior orbital margin and lateral 
wall of maxilla. 

: craniofacial disjunction (i.e.) separation of the facial bones 
from their cranial attachment 






[3] 




: 



* Clfnicafly : Pain, swel 




* Treatment 



Instrumental manipulation to reduce the fracture. The position is 
fixed by intra-nasal packing for 3 days with an external splint 





Clinically : There is pain, swelling in eyelids, flat cheek + numbness due to injury 
— - 0 f the infra-orbital nerve, crepitus and irregular infra-orbital margin. 

* Treatment : Reduction of the depressed bone + fixation by wires ligated through 

" burr holes. 



[5] Tern pro-ma 



dislocation 



* Clinically : Pain & dysarthria, the mouth is held open with fixed jaws. In 
unilateral cases, the chin is deviated to the opposite side. 

* Treatment : 

mmm mm mm m 

D Reduction by downward traction on the molars with the padded thumb, togethe 

with upward rotation of the body with the outside fingers. 
D In neglected cases condylectomy is performed. 

D In recurrent cases excision of the meniscus is done to deepen the glenoid e&vft 





Meek Surgery 



I 



Qrigt 



[T] [| Branchial cyst & Fisiul a^j 



In EmtoQ : 

-The neck starts to develop between the head and the developing heart. 
- 5 Ridges develop on each side of the neck called branchial 

• Xfeff. .1 .51. SB? J?, f orm s the Mandible and the Ear . 

• The 2M arch.forms the 



Mt the 

grows rapidly covering the 3 ;d and the 4 lh 
arches then it fuses with the fifth arch. SO the 
space between the 2 nd arch and the rest of the 
arches turns into af cervical sin 
which soon disappears. 

ihial cysj : Persistant cervical 

If the 2 rkd arch doesn't completely fuse 



m - 

I) 



r- * • w 



5 



Cervical 
sinus 



the 5 





: Clinical Picture : 

Aflfl, : Congenita] but may represented at childhood or later 

at age of 20 years. 

jjjtej Upper part of side of neck just below the angle of mandible 
deep to anterior border of upper 1 /3 of sternomastoid 




© Moderate in size about 5 cm. 

(2> Globular, Smooth, Well defined, Tense cystic & Opaque. 
(3) On contracting Sternomastoid, the mass bulges out. 



• 




Patholopy : 

■ Linned by Squamous cpitheliu 
• Surrounded by Lymphoid tissues which explain it's frequent inflammatioiL 




Treatment : 




a transverse incision 



If (he 2 nd arch doesn't completely 





Congenital Branchial Fistula 



* cilnlca^Plcture i 

• Age : Present since birth . 

■ Site : External opening lies deep to lower 1/3 of Steraor 

anterior border. 




• 







a Pin point opening. 

© Fistula is felt as a thread passing up 

of sternomastoid. f 
G> It discharfies mucus or pus if infected, 





* Pathology S The Track is 

Linn£d_by. Squamous Epithelium & Extends up to the side wall of naso- 
pharynx "Fossa of RosenmuHer" 

Lymphoid tissues which explain it's frequent inflammation. 






reatment: 



Camplcti faetelll if Wtltl* tract through, multiple Transverse neck incisions; 
a Small one around External opening & The Other at a higher level just below 

the Jaw. 



[Acquired Branchial Fistula 



ue to Rupture of inflamed branchial cvst or Incomplete removal of cyst. 

ninical picture & Pathology as Congenital type. 





a 



Thoracic Outlet Syndrome 



nirod 



rachial plexus & The Subclavian artery pass to the upper limb through a 



narrow triangle in the base of the neck. This triangle is made up of t 



1 • • mwm w^-w- 

ScaJenous anterior muscle. 
Scalenous medius muscle. 

The 1 st rib. 



Scalenus 
anterior 



Scalenus 
medius 



5 i 



^Vertebral artery 

ct 

Tl 

Subclavian vein 



i st Rib 



bclavian artery 



Atthi 



occur. 



* Aetiology: 




1 Rib : Which may be complete or incomplete 
This bony structure extends from the 7 cervical vertebra to the I * rib 




■ A tight scalene muscles. 





In this case the lower root of brachial plexus arises from Ti instead of Ti. 
This nerve becomes excessively bent over the 1 * rib. 




* Complications i 

- 

■ The Lower root of brachi 
affection of upper limb. 



The Subclavian artery 
but less common. 





?ed so leads to Sensory & Autonomic 




so leads to Chronic ischacmia of upper limb 



retf-stepgtlcDflatitlM : 

It is Aneurysmal dilatation of Subclavian artery, which may send a shower of 
emboli to the Index & Middle fingers as they are the direct continuation of the 




artery. 



* clinical Picture : 



Age : > 20 years. 
Sex : Female > MaJe. 





Symptoms 




Vascular : Intermittent Claudications. 

Vasomotor : Raynaud's Phenomenon due to irritation of 

sympathetic fibers. 
Nervoys, '• Tingling & Numbness especially in the medial 

forearm and I land due to compression on lower 



aspect of 





® RffiXMSftift? at base 0J f P 031 - TrianJge i.e. Cervical rib. 
0 Hjflothesia & Wasting of hand muscles may be noticed. 



I st palpate the radial pulse then Ask 
patient to turn his head elevate his 
chin & Take deep inspiration Then 



palpate aeain. if disappear -> +ve 




* 0.0 s 








or Collagen Diseas, 



* Investigations : 



• Plain X-ray (Neck & Chest) may detect Bony cervical rib. 




In many persons a cervical rib is detected by radiography, yet 
it is asymptomatic. Ateo in many patients who have the 
clinical picture of thoracic outlet syndrome, radiography does 
not reveal a cervical rib. 



As Subclavian Angiography. 

; To detect delayed conduction between neck and 
Forearm so help in D.D between Thoracic Outlet • 
Syndrome & Carpal Tunnel Syndrome 




* Treatment 



■ Asymptomatic cases : No Treatment 

m Physiotherapy : To Strenthen the shoulder muscles. 

: <D /^ris/fl^^ including it's periosteum. 

© Excision of 1st rib lo relieve the lower compression. 
<D 5cfl/gfi^/e^lK i e - Incision of Scalenus Anterior Muscle. 





Congenital Torticulis 



' 1&5S8S3 



* fmbrvology: 



Sterii omastoid 

somites each 





through the union of 




★ Aetiology : 




• Sometimes at birth, an interruption of blood supply to the central portion 
occurs causing muscle infarction- The infracted portion becomes swollen, 
hence the name (Sternomastoid Tumor) 

• After A while the infracted portion is replaced by fibrous tissue that 

contracts causing congenital torticollis. 



* Clinical Picture : 

® At birth there will be a swelling, which is firm in consistency, at the middle 

portion of the stcrnomastoid muscle. 
© Later, when torticollis develops, the head will be tilted to the side of the 

lesion with the face looking to the opposite side. 
<D Facia l asymmetry will later occur with flattening of the side of the face at the 

side of the lesion 




? differentiated from [Wry Neck] which is fibrositis 
causing spasm of the sternomastoid muscle. This a temporary 
disorder lasting for a day or two and responds to anti- 




* Treatment s 



Early after birth (physiotherapy) is an attempt to prevent the 

development of the deformity by stretching the neck may be done. 

If the deformity fs established : Division of the sternomastoid at it's 




[W] f[DD of A Mass in Hie Nec k 



The Diagnosis of a mass in the Neck, depends 
upon the Age of the patient, clinical course of the 
lass, it's site & ifs consistency whether solid or 





The Most 
Thyroid gland 



f neck are L.Ns & 




Glands. 




[Neck Surgeml 





dp ofswellings at Mid 




t 




Solid Swellings : 



<D Submental L.Ns. 
<2> Pre-tracheal & Pre-laryngcal L.Ns. 
<3) Nodule of isthmus of thyroid gland. 

Swellin 

<D Cold Abscess. 

<2> Thyroglossal Cyst , 

Q Dermoid cyst : Sublingual or Supra-sternal 

® gnhhvoid Bursitis : (Rare) Tender & oval swellin 
which moves up and down with deglutition and 
protrusion of the tongue. 

ocele : 





duej& t Intra-laryngeal pressure. 



it occtt^ m mth glass bower or trumpt players or smgers 
|£g cystic," Resonant, Compressible & Shows 
expansile impulse on cough. 



Cystndenoma of thyToid isthmus. 



bone. 




-* Thyro-hyoid 



Thyroid 




of swelllnns at lateral Tr 



Jr CD Digastric Triangle 
< ► <2> Carotid Triangle. 



^^^^^ 



Posterior Triangle 



© Swellings at Digastric Triangle 





L.Ns . 




ar Sali 



The Submandi 
of mandible uj 




(D Spellings at Carotid Triangle 





Enlarged upper deep cervical L.Ns. 
Enlarged upper part of lateral lobe of a goitre . 
ry^n TTT) BODY TUMQK : (Potato Tumor) 

ft slowly growing malignant tumor 

fLMM&Jr&m the chemoreceptors which 

present at bifurcation of 




1 . Oval hard swelling with smooth or 

tabulated surface. 

2. Moving from s ide to side but not vertically. 

3. It may P ulsating the pulsation either Jn^roiUf.d from carotid 

or gjcpansUe from high vascularity. 

4. Pressure on swelling may cause fainti 
i.e. JCarotid sinus syndrome]. 

lW&ti£QXim (Angiography) 

widening of carotid bifurcation. 





Excision of tumor with preservation of 
Internal carotid artery. 





© Cold Abscess (Discuss). 
© Branchial cyst (Discuss)' 



Aneurysm of carotid 




Branchial Cgst 



■ 

® Swellings at Posterior Triangle 



<2> Solid Swellings : 



© Cervical rib. (Discuss) 
© Neurofibroma 



© Enlarged L.Ns. 
€> Sternomastoid tumor 






© Cold Abscess.flDiscuss) 
© Pharyngeal Pouch (See next 
© Cystic Hygroma .(Discuss) 

fl) Pneumatocele, 




lLte.jM?.J({ t Intra - thoracic pressure 




S/teon'a Fascia. 

JfaMSMffl with Emphysematous patients. 

//..(?. .Cystic, Resonant, Compressible & Shows 

Expansile impulse on cough. 



Ition to that Any Skin or S.C Tissue Swellings 
as lipoma, Sebaceous etc... 



ead * NecL Surgerul 





(Zenker's Diverticulum = Pharynge-oesophageal 




★ Peflnfxiftn.: 

Herniation o 
phyamgeal wall. 





* Aetlfilogy .: 

Spasm of 
-> ^ pressure 



crico-phaiyngeus piuscle 
the pharynx -> 







■ Type of 

Symptoms : 

Progressive d 
after meals. 



: old male. 



fall to relax during swallowing) 
mucous 







>hagia with regurge of non digested food 



■ Signs: 

Swelling characterized by & 
CD Soft & compressible at posterior 
<Z> Dull or resonant on percussion. 
0) Gurgling sound can be elicited if 







<D Aspiration pneumonia. 

<2) Diverticulitis. 

Q Carcinoma (0.3%). 



SWflHi 



The Best 




ccordjn 



size of diverficulu 



Small : Repeated of crico-pharyngeus 

Mfitott s PjX^«9taaa invagination & plication. 








1990 



1992 



1993 



1997 



1999 



2000 



200j 
2002 



2003 



• niscuss cystic swellings of Post. A of Neck (10 Marks) 
Discuss DD of Ulcer of Tongue. 

_ m ▼ ft 



Anatomy 




of swelli 



niscuss swellings of the Jaw 

■ t 

Anatomy of Post Triangle of Neck. 
Discuss DD of swellings in same A 

I 

Discuss DD of ulcer of Tongue. 
Give an account on Branchial cyst. 



Discuss Path., C/P & 



4 t t 




ccr 




Discuss Anatomy of submandibular 
salivary gland 



Discuss Path. & 




•Di scuss Parotid tumors 

uss Tongue ulcers 




Discuss Path. & Spread of Cancer 
Oiscuss pathology & C/P of Odontomas 





C/P & Spread of Cancer Tonge 



Discuss Path., C/P of cancer Tongue 
l Mention Pre-cancerous lesions of Tongue 



uss DD of ulcers of tongue 




Oiscuss DD of swellings in post. A 

Discuss DD of swellings in post A 
Discuss DD of ulcers of tongue 





outlet syndrome 



(10 Marks) ^Sjjj 

(5 Marks) 
(15 Marks) 




(10 Marks) 
(20 Marks) 



(10 Marks) ^jjj 





(1 0 Marks) 




(15 Marks) 

(10 Marks ) 
(1 0 Marks ) 

(10 Marks) 





♦ 



(10 Marks ) <f Jl5jjJ 

(10 Marks) 

(10 Marks) cS^O^a 
(12 Marks) 
(12 Marks) 





(9 Marks) jv^ 



(20 marks) ^J** 




